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ALCOHOL AND SYPHILIS AS CAUSES 
OF MENTAL DISEASE* 



GEORGE H. KIRBY, M.D. 

Director, New York State Psychiatric Institute; Professor of Psychiatry, 
Cornell University Medical College 
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Alcohol and syphilis have long occupied a position of 
special prominence among the known causes of mental 
disease. In modern psychiatric literature, they have 
been universally recognized as two of the chief causes 
of mental disorder; not infrequently they have been 
described as the only causes known to be definitely and 
specifically responsible for any considerable number 
of psychoses. 

Many observers have been inclined to see a certain 
interrelation between alcohol and syphilis as causes of 
mental disease : use of the former perhaps tending to 
increase the chances of infection and subsequent 
inebriety, through a lowering of resistance, general or 
local, predisposmg to invasion of the central nervous 
system by the syphilitic organism. Such a relationship 
would be difficult to establish and could hardly amount 
to anything more than a general tendency or contribu- 
tory influence among other determining factors. How- 
ever, Kraepelin and others have pointed out that syphi- 
lis runs an especially severe course in alcoholic persons, 
and that among certain peoples, for instance, the abste- 
mious Oriental Mohammedan groups, paresis is very 
rare, although syphilis is widely prevalent. 

In recent year$, there has been general acceptance of 
the statement^ based on statistics published by American 
and European observers, that alcohol and syphilis 
together were undoubtedly the cause of from one fifth 
to one fourth of all cases of mental disease that 
required hospital care and treatment. Among male 
patients admitted to psychiatric hospitals the proportion 
given was much higher, one fourth to one third being 

* Read in abbreviated form before the New York Neurological 
Society. Jan. 4, 1921. 
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attributed to alcohol and syphilis. It is of interest to 
note that a few years ago there was a fairly close agree- 
ment of figures showing the combined proportion of 
alcoholic and syphilitic psychoses (paresis) found in 
various mental hospitals among first admissions. The 
following are given as representative ratios : New York 
state hospitals (1911), 23.7 per cent.; Massachusetts 
state hospitals (1911), 21.1 per cent.; Munich Psychi- 
atric Clinic (1909), 25.2 per cent. 

As regards syphilis, the etiologic relationship to 
mental disease has come to be accepted as a simple and 
direct one. Since the discovery of Spirochaeta pallida 
and its demonstration in the central nervous system, it 
has been known that syphilis of the brain and of the 
membranes accounted for paresis and other syphilitic 
psychoses. 

fn respect to alcohol, on the other hand, there has 
always been a divsion of opinion as to its real etiologic 
significance, with a tendency on the part of many 
psychiatrists to place most emphasis on its role as a 
secondary or contributory factor, if, indeed, alcoholism 
could be regarded in many psychoses as anything more 
than a symptomatic manifestation of an underlying 
mental condition or psychopathic constitution. Be that 
as it may, and I do not intend to discuss the causes 
of inebriety itself, there can be no denial of the fact 
that in a large group of mental disorders alcohol figures 
as an essential causative agent; it brings about the 
mental breakdown, and without its influence certain 
types of psychosis would not develop. 

The special questions which I shall discuss arise 
from the fact that during the last decade or more there 
have been certain developments in medical science and 
in our social life which, in all probability, must exercise 
a great influence on the prevalence and potency of these 
two outstanding causes of mental disease. Certain 
results are already in evidence, and it is to these that I 
shall draw particular attention. This will require a 
brief survey of the present rate of incidence of alco- 
holic and syphilitic psychoses with a consideration of 
data showing what has been happening during the last 
decade in respect to the occurrence of these disorders.^ 

1. The syftem inaugurated in 1908, wherebj uniform statistics arc 
collected in all of the New York state hospitals, has made possible the 
analyses on which this study is based. The writer desires to express 
his appreciation of the assistance given by Dr. Horatio M. Pollock, 
statistician of the state hospital commission. 
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RATE OF INCIDENCE OF ALCOHOLIC PSYCHOSES 

First as to alcohol, there can be little doubt that 
during the last fifteen years or more there has been a 
general reaction against the intemperate use of alcohol. 
The habits and social customs of people have apprecia- 
bly changed, while a gradual shifting of public senti- 
ment in respect to drinking has taken place. This new 
attitude has been concretely expressed by an ever- 
increasing application of local option, passage of state- 
wide restrictive laws, and finally a culmination is seen 
in the adoption of the prohibition amendment to the 
federal constitution. It is not within the scope of this 
communication to discuss the factors underlying this 
movement, which apparently finds no parallel in the 
annals of history. A development, leading to the over- 
throw of established social customs of such g^reat 
antiquity, must have roots deep in the emotional life of 
a large body of the people and is probably linked up 
with subconscious determinants which are at most only 
vaguely appreciated. These are undoubtedly reinforced 
by various other trends apparent in modem American 
life, for example, the higher industrial standards set 
by corporations and other employers of labor, and a 
greater interest on the part of the public in health and 
social welfare problems generally. 

From the standpoint of medical data, one of the 
most striking illustrations of this trend against inebriety 
is revealed by a study, over a series of years, of the 
admissions to Bellevue Hospital in New York City. 
The figures relating to Bellevue, I have been able to 
gather through the courtesy of Drs. M. S. Gregory and 
George O'Hanlon. 

Table 1 shows the percentage distribution by years 
of 77,334 cases of alcoholism (exclusive of psychoses) 
treated in the Bellevue alcoholic wards. The compari- 
son is made with the total number of patients treated 
annually in Bellevue Hospital exclusive of cases of acci- 
dent and injury. The period covered is twelve years. 
This table shows a remarkable fall from the high point 
of 1910, when 31.7 per cent, of all cases passing through 
Bellevue Hospital were diagnosed as "alcoholism," to 
the low point in 1920, when only 5.8 per cent, were so 
diagnosed. The actual number of alcoholic cases in 
1910 was 10,691, whereas in 1920 the number had 
declined to 2,001, the lowest on record. 
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The continuous decrease in the ratio of alcoholic 
cases is all the more significant when we take into con- 
sideration the fact that the population of New York 
City has been steadily increasing^ and that there has 
been apparently no important shifting of alcoholics to 
other hospitals or institutions for treatment. 

The main points of interest contained in Table 1 are 
graphically represented in Chart 1. The slight upward 
turn of the curve in 1919 is due to a relative increase 
of cases of alcoholism, the result of a falling off of the 
total general admissions to Bellevue Hospital. As a 
matter of fact, the actual number of alcoholics in 1919, 

TABLE 1.— NUMBER AND PERCENTAGE OF OASES OF ALCa 

HOLISM AMONG TOTAL NUMBER OF PATIENTS 

TREATED AT BELLEVUE HOSPITAL 



1909 

1910 

1911 


Total No. of Patient! 
Treated In Belle- 
vue Hospital* 

85,295 

38,677 

30,151 


Number of 

Cases of 

AlcohoUsmf 

9,607 
10,691 

8,348 

8,000 

7,732 

6,869 

6,157 

7,086 

5.849 

2,525 

2,469 

2,001 

77,384 


Per Cent, of 
Alcoholism 

27.2 

81.7 

27.7 


1912 


82,541 


24.6 


1913 


82,712 


23.6 


1914 

1915 

1916 

1917 


34,073 

43,111 

40,562 

40,606 


20.1 
14.3 
17.5 
14.4 


1918 

1919 


87,222 

38326 


6.7 
7.3 


1920 

Total 


34,084 

427,809 


6.8 



* Exclusive of traumatisms. 

t Cases diagnosed acute and chronic alcoholism, the definite alcoholic 
psychoses, are not Included. 

as shown in Table 1, was less than in the preceding 
year, and the number for 1920 is the lowest yet reached. 

A point of interest in the Bellevue curve is the 
noticeable rise in 1916. This will be referred to later 
in connection with a corresponding rise and fall noted 
in the curve for the alcoholic psychoses, the next group 
to be discussed. 

The data collected regarding the rate of incidence of 
alcoholic mental disturbances are given in Table 2, 
which shows the percentage distribution by years of 
the cases of alcoholic psychoses admitted to all of the 
New York State hospitals, comprising thirteen institu- 
tions located in various parts of the state. The period 
covered is twelve years. Five thousand, three hundred 
and seventeen cases of alcoholic psychoses were 
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admitted during this time. The state hospital year 
ends June 30, so that when we refer, for instance, to 
the year 1920, we mean the hospital year ending June 
30, 1920. In this table, comparison is made with the 
total annual first admissions to the state hospitals. The 
accuracy and significance of these data are enhanced by 
the fact that the figures include only first admissions, 
represent persons and not cases, which means that no 
person has been counted twice. By thus eliminating 
readmissions we get as accurate a record as possible of 
the number of fresh psychoses developing each year in 
the community. 
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Chart 1. — Annual percentage of cases diagnosed as alcoholism among 
total patienu treated at Bellevue Hospital. 

In Chart 2, the upper curve shows graphically the 
ratios contained in Table 2. The chief characteristic of 
this psychotic group is a marked decline from the high 
point in 1909, when 10.7 per cent, of all cases admitted 
to state hospitals were diagnosed alcoholic psychoses, 
to the low point in 1920, when 1.8 per cent, of the 
admissions were placed in the alcoholic group. The 
actual number of cases of alcoholic psychosis admitted 
in 1909 was 561, whereas in 1920, the number had 
declined to 122, the lowest on record. 

The thought that the diminishing number of cases 
of alcoholic psychosis reported by the hospitals might 
be accounted for in part by a change of diagnostic atti- 
tude prompted us to plot separately a curve for the 
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Korsakoff cases, because in that type, with its char- 
acteristic physical and mental picture, the margin of 
diagnostic error would certainly be reduced to a mini- 
mum. The lower curve in Chart 2 shows the declining 
rate of the Korsakoff cases. It follows in a remarkable 
way the upper curve and thus confirms our belief that 
there has been a definite reduction in cases incontestably 
of alcoholic origin. Last year there were only fifteen 
cases of Korsakoff psychosis admitted to all of the New 
York state hospitals, whereas in former years the num- 
ber had ranged as high as from 120 to 160. 
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Chart 2. — Annual percentage of alcoholic psychoses amon^ first admis- 
sions to New York state hospitals: solid line, total alcoholic psychoses; 
broken line, Korsakoff's psychosis. 

An interesting feature of the curve in Chart 2 is the 
pronounced rise which interrupted the downward 
course in 1916 and 1917. A similar elevation is seen in 
1916 in the Bellevue curve (Chart 1) when, however, it 
was relatively less sharp and lasted for only one year. In 
trying to account for the cause of this recrudescence, 
one naturally thinks of the mental unrest and emotional 
tension of the population during this period of the 
World War — the peak of this secondary rise in the 
psychotic curve (Chart 2) corresponds practically to 
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the time of the entrance of the United States into the 
war. Immediately after this issue was settled in 1917, 
the decline, which had been going on for a number of 
years before 1915, set in again and has since been main- 
tained. Other factors, such as the general economic 
situation, the prosperity of the working classes, inter- 
ruption of immigration, and later on the draft, might 
also be thought of as modifying influences during this 
period when the curve rose and again fell. It is worth 
while noting that the reduction in the number of cases 
of alcoholic psychosis has been proportionately as great 
among women as among men, • 

TABLE 2.— NUMBER AND PERCENTAGE OP ALCOHOLIC 

PSYCHOSES AMONG PIR8T ADBHSSIONS IN NEW 

YORK STATE HOSPITALS 



Year 
1900 


Total PIrst 
AdmlMioDB 
5,222 


AkoboUc 
Psycboses 

561 

588 

501 

566 

572 

464 

845 

207* 

504 

354 

260 

122 

6317 


Per Cent, ol 

Alcoholic 

Psychoses 

10.7 


1910 


5,564 


10.5 


1011 


5,700 


10.4 


1912 


. . . 5.742 


0.8 


1913 


6,061 


0.4 


1914 


6,265 


7.4 


1915 

1916 

1917 


6,204 

4,903* 

6,877 


5.6 
6.1 
8.6 


1918 


6,797 


5.2 


1919 


6,791 


3.0 


1920 


■ 6,578 


1.8 


Totals 


72,600 





* Figures for a period ot nine months only, owing to change in 
hospital year. 

In several European countries, a reduction in alco- 
holic insanity has been reported during recent years 
and has been generally attributed to the scarcity of 
alcohol during the war. Kraepelin has recently pub- 
lished some interesting figures regarding admissions to 
the Munich Psychiatric Clinic' These show a decline 
of alcoholic psychoses from 15 per cent, in 1914 to 
3 per cent, in 1919. In 1910 there were 300 cases of 
alcoholic psychosis admitted to the clinic, whereas in 
1919 the number had fallen to forty-three. Kraepelin 
thinks the result, in Munich at least, is due almost 
entirely to the war necessity of reducing the amount of 
alcohol in beer, as the drinking of whisky has never 
been an important factor in the Bavarian capital. 

2. Kraepelin: Munchcn. med. Wchnschr. 6T: 1235 (Oct. 22) 1920. 
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From the consideration of the data available regard- 
ing the prevalence of alcoholism and the occurrence of 
alcoholic insanity, it is evident that during the last ten 
years there has been a marked decline in the intem- 
perate use of alcohol and a corresponding fall in the 
rate of incidence of alcoholic psychoses. Analysis of 
the carefully collected statistics from the New York 
state hospitals reveals that alcoholic insanity has 
decreased from nearly 11 per cent, of the total admis- 
sions in 1909 to less than 2 per cent, in 1920. It will 
be noticed by referring to Table 2 that a consistent 
annual decrease had set in before the war and long 
before any nation-wide restrictive measures became 
operative. Since 1917, however, the decline has been 
accelerated and the present low figure which now 
obtains is no doubt due in part to war conditions and 
national prohibition. 

The occasional published sensational statements that 
alcoholism has been increased by prohibition have no 
basis in fact. Some fluctuation in the number of cases 
admitted to alcoholic wards in the large cities has 
occurred during recent months, but such increases as 
have been reported may be regarded as temporary 
recrudescences which, however, fail by a wide margin 
to reach the figures of former years. The indications 
are that prohibition will result in a still further reduc- 
tion of the number of cases of alcoholism and alcoholic 
psychosis. 

We have seen no signs that other psychotic types are 
appearing as substitutes for alcoholic mental distur- 
bance. The total admissions to the state hospitals have 
diminished in the last few years, as shown by Table 2, 
which is probably due in large part to the falling oflf of 
alcoholic psychoses. There has been no increase of 
drug psychoses ; in fact, the number of cases admitted 
to the New York state hospitals has decreased, although 
these patients have always formed a relatively small 
group among the admissions to the state hospitals — only 
those cases with a definite drug psychosis being received 
for treatment. 

FREQUENCY OF SYPHILITIC PSYCHOSES AND THE 
INCIDENCE OF THESE MENTAL DISORDERS 

I shall now consider briefly the data relating to the 
frequency of syphilitic psychoses and discuss some of 
the factors which may affect the incidence of these 
mental disorders. 
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It is evident that during the last ten or fifteen years 
a number of forces and influences have come into play, 
which may possibly lower the rate of incidence of syph- 
ilis as a disease, or modify its course and later mani- 
festations, especially the neuropsychotic forms with 
which we are here particularly concerned. 

Long before the development of present methods of 
treating syphilis, various observers had expressed the 
view that a certain change was taking place in the 
clinical manifestations of syphilis and in the predilec- 
tion of the disease for certain organs or tissues. Atten- 
tion was called to a diminished frequency of severe or 
destructive skin and bone lesions. Oppenheim and 
others noted an apparent increasing frequency of 
syphilis of the nervous system and suggested that this 
was concomitant with a lessening of attack on other 
body tissues. 

On the other hand, we have for consideration "another 
set of facts: During recent years the public has 
acquired more information about syphilis, its preven- 
tion, recognition and treatment, than it ever had before. 
Syphilis can be diagnosed sooner and with more cer- 
tainty than formerly; it can be detected in its latent 
stages and an invasion of the central nervous system can 
be determined earlier than was possible before the 
present methods were developed. Furthermore, the 
therapy of syphilis has been revolutionized since the 
introduction of arsphenamin in 1910, and immensely 
better facilities both public and private have been pro- 
vided for the treatment of the disease. Finally, the 
decrease in alcoholism may have entered as a factor, 
tending to diminish chances of infection and removing 
a possible contributory cause in the development of late 
nervous or psychotic manifestations. 

Have these various influences and newer modes of 
treatment exercised any appreciable effect on the num- 
ber of cases of neurosyphilis? It may be too soon to 
expect to see any results, especially from treatment, as 
neurosyphilitic lesions are not usually brought to atten- 
tion until from five to fifteen years or longer after the 
initial infection. Unfortunately, very few facts can be 
obtained from the case records of general hospitals or 
venereal disease clinics on which to base an answer to 
the foregoing question. Practically the only data avail- 
able for study at the present time pertain to the neuro- 
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syphilitic cases, particularly the cases of paresis, 
admitted to the state hospitals. 

Table 3 shows the percentage distribution by years 
of the cases of paresis admitted for the first time to the 
New York state hospitals. The comparison is made 
with the total annual first admissions to the state hos- 
pitals. The period covered is twelve years, and the 
number of cases of paresis admitted during this time 
was 9,100. 
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Chart 3. — Annual percentage of paresis and cerebral syphilis among 
first admissions to New York state hospitals: solid line, general paresis; 
broken line, cerebral syphilis. 

The percentage ratios indicate a marked uniformity 
of the admission rate for paresis — the fluctuations are 
within narrow limits, a little above or a little below 13 
per cent. This is shown graphically by the upper curve 
m Chart 3. It will be seen, however, that a slight fall 
has occurred during the last two years from the rela- 
tively high point of 13.4 per cent, in 1918 to 12.5 per 
cent, in 1920. I am inclined to attach some significance 
to this indicated decline especially when the recent cen- 
sus figures are utilized and the rate of paresis per 
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hundred thousand of the general population is com- 
puted. This computation gives, according to statisti- 
cians, a truer index of the incidence of a disease than 
does a ratio based on percentage of admissions. 

TABLE 8.— NUMBER AND PERCENTAGE OP CASES OP 

PARESIS AMONG PIRST ADMISSIONS IN NEW 

YORK STATE HOSPITALS 

Total Number of Cases of Per Cent, of 

Year Pirst Admissions Paresis Paresis 

1909 5,222 668 12.6 

1910 4,812* 520* 12.0 

1911 5.700 768 13.8 

1912 6,742 719 12.5 

1918 6,061 768 12.7 

1914 6,265 744 12.4 

1915 6,204 814 18.1 

1916 4,908t 640t 18.1 

1917 6,877 866 12.6 

1918 6,797 918 18.4 

1919 6.701 880 12.9 

1920 6,578 820 12.5 

Totals 71,447 9,100 

* Admissions of one hospital not Included, owing to error in reporting 
cases. 

f PIgures for nine months' period only, owing to change in hospital 
year. 

Reference to Table 4 shows that the rate for paresis 
per hundred thousand of the population of New York 
State was quite uniform, with, however, a slight 
upward tendency from 1913 to 1917; in 1918, a high 
rate was reached, the highest on record. Since then, 

TABLE 4.— RATE PER 100,000 OP GENERAL POPULATION OP 

NEW YORK STATE OP ALCOHOLIC PSYCHOSES 

AND PARESIS 



Year 
1918 


AU 
Psychoses 
64.1 


Alcoholic 
Psychoses 

6.0 

4.8 

8.6 

4.0 

6.0 

3.5 

2.6 

1.2 


Paresis 
8.1 


1914 


65.4 


8.1 


1915 


64.0 


8.4 


1916 


66.5 


8.7 


1917 


69.0 


8.7 


1918 


67.3 


9.0 


1919 


. . , 66.3 


8.6 


1920 


63.3 


7.9 









however, there has been a decline, so that in 1920 we 
have a lower rate for paresis than at any time in the 
last eight years. Moreover, by referring to Table 3 we 
find that the actual number of cases of paresis admitted 
to the hospitals in 1920 w^# less than in 1919, con- 
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siderably less than in 1918, and also smaller than in 
1917. This reduction in actual numbers may perhaps 
be all the more significant when we consider the steady 
increase of the population of New York State. The 
suggestion has been made that the indicated decline in 
the number of syphilitic psychoses might be due to the 
more frequent retention than formerly of these cases 
for treatment in general hospitals. If this is actually 
occurring, it would hardly modify greatly the figures 
for the psychotic group of the entire state over a period 
of years unless real curative results were being obtained. 
The state hospitals also receive another but much 
smaller group of neurosyphilitic cases, the so-called 
cerebral syphilis cases with psychosis. The lower 
curve in Chart 3 represents these cases. The number 
is, however, too small for us to use for statistical pur- 
poses, the average number admitted during the last ten 
years being only forty-three a year. The relative pro- 
portion of these cases as shown by the curve has been a 
little above or below 0.5 per cent, of the total admis- 
sions for a number of years past. 

CONCLUSIONS 

The data presented regarding the past and present 
rates of incidence of alcoholic and syphilitic mental dis- 
orders in New York State would seem to justify the 
following conclusions : 

Alcoholism has declined perceptibly in the general 
population during recent years, the beginning of the 
decline antedating by some years the restrictions due 
to war conditions and the passage of the federal prohi- 
bition amendment. 

Coincident with this decline, there has occurred a 
remarkable fall in the number of alcoholic psychoses, 
the lowest figure on record having been reached in 1920. 

During the first period of the World War, there was 
a noticeable recrudescence in both alcoholism and alco- 
holic mental disturbances ; but after the United States 
entered the war in 1917, there was again a sharp fall 
which, so far as alcoholic psychoses are concerned, has 
not been again interrupted. 

Psychoses due to syphilis reached the highest point 
of which we have a record in the year 1918. Since 
then a decline in the relative and actual number of 
cases has occurred which, in view of the increase of 
population, may be regarded as at least a hopeful sign. 
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Whether or not the more thorough and scientific treat- 
ment of syphilis in its early stages will bring about a 
further reduction of neurosyphilis and syphilitic psy- 
choses, is a question to be answered in the future. 

From the standpoint of mental hygiene, the situation 
may be regarded as encouraging. A notable advance 
has been made in the direction of controlling one of the 
outstanding causes of mental disease, namely, alcohol- 
ism, and as regards a second great cause of mental 
disease, namely, s)rphilis, there are indications that 
education, prophylaxis and improved methods of treat- 
ment are beginning to yield some results, as yet slight, 
to be sure, but nevertheless sufficient to be considered 
a sign of progress. 



Reprinted from The Journal of the American Medical Association 
April 16, 1921, Vol. 76, pp. 1062 1066 



Copyright, 1921 
American Medical Association, 535 N. Dearborn St., Chicago 



Digitized by 



Google 



Digitized by 



Google 



SOME PROBLEMS OF THE MENTAL REACTION TYPES 
ASSOaATED WITH ORGANIC BRAIN DISEASE* 

BY GEORGE H. KIRBY, M. D., 

DIRECTOR, NEW YORK STATE PSYCHIATRIC INSTITUTE 

One of the conceptions handed down from the older psy- 
chiatry, and one which still influences to a great extent 
present-day medical thought, is based on the idea that 
mental disease is primarily a manifestation of brain disease. 
The gradual development of a biological viewpoint in psy- 
chiatry has showTi the onesidedness of such a conception 
and has emphasized the value of looking upon mental dis- 
order primarily as a disturbance of the highest adaptive 
mechanism which the human organism possesses. The bio- 
logical function of conscious mentation, the most complex in 
the scale of human reactions, represents the integration and 
reintegration of all vital processes from the lowest to the 
highest levels — from nutrition, motility and sensation up 
to the conscious intellectual and symbolic levels. As Dr. 
Meyer has expressed it, the adaptive and constructive re- 
actions which are the objects of this highest biological 
function must of necessity obey the laws of chemistry, 
physics, physiology and heredity. The adaptive mechan- 
isms may, therefore, be functionally interfered with or dis- 
organized, not merely from one direction but from many. 

It is the task of psychiatry to study and, if possible, to find 
a way to control the forces which lead to maladjustment in 
this highest functional level. It is self-evident that this 
requires a study of the human organism as a whole, a re- 
quirement which psychiatry has in the past not been fully 
prepared to meet. This, according to Dr. Meyer, has been 
in part at least due to the fact that there has long been a 
tendency for those who approach the problems of psychiatry 
to be either *^ mind-shy'' or ** body-shy.'' Fortunately, as 

•Paper read at the dedication of the George Alder Blunter Research Lab- 
oratory at the Utie« State Hospital; June 4, 1921. 
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our knowledge increases, we find that there is really little 
cause for conflict between those who wish to study the 
somatogenic factors in mental disorder and those who wish 
to study the psychogenic factors, both of which are certainly 
involved in every reaction that we look upon as psychotic, 
and both of which demand careful and intensive study if 
we are to hope to throw light on many of the important 
problems of psychiatry which at present confront us. 

One of these problems which I wish briefly to discuss 
today has to do with the so-called *^ organic" mental dis- 
orders, those disturbances which are usually thought of 
as due primarily to some damage of the brain tissue. A 
satisfactory review of all the questions which suggest them- 
selves in this connection would lead us over practically the 
whole field of psychopathology. I must, therefore, limit 
myself to a consideration of only a few of the problems 
which arise in relation to this large subject. 

In the psychiatric study of the organic conditions, most 
attention has been directed to the anatomical changes in the 
brain, and mainly upon these the hope has been built that 
an understanding of the mental disturbance would event- 
ually be reached. The psychological aspect of these dis- 
orders has been in the meanwhile very little investigated, 
in fact, it has been almost entirely neglected, although, as 
we shall see, it is becoming more and more apparent that 
an understanding of the clinical manifestations and general 
composition of these organic reactions requires a careful 
study of psychogenic factors and the personality make-up, 
elements which evidently determine very largely the 
symptoms and clinical form of these mental disorders. 

The organic reaction types as at present conceived in- 
clude a great deal more than was embraced in earlier times 
under the designation of ** organic psychoses, '^ a group 
which although vaguely circumscribed in the older psychi- 
atry, was based on the idea that a definite brain disease, 
even if its nature and causes were unknown, lay back of the 
mental disorder. The term organic psychosis gradually 
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passed out of use as we became better able to differentiate! 
various types of brain disease and as etiological and path- 
ological distinctions were pushed more to the front. 

Renewed interest in the study of organic mental states 
followed the work of Kraepelin, Bonhceffer, Bleuler and 
Hoch, all of whom have contributed something to a more 
precise description of the features common to all psychoses 
which develop in reaction to brain disease or injury. 

In its simplest and mildest forms the organic syndrome 
resembles closely the lowering of mental capacity coinci- 
dent with old age. In its most severe and terminal forms 
we have states of deep dementia and confusion which may 
include agnosia and asymbolia; the environment then no 
longer has any meaning for the individual, thought is no 
longer expressed in intelligible language or appropriate 
action, a state of mind-lack is approached; the biological 
adaptive mechanism of normal conscious mentation is then 
completely broken down. 

As seen in the various chronic brain diseases, the funda- 
mental symptoms vary only in detail according to the nature 
and extent of the underlying structural alteration ; the dis- 
turbance is expressed first in the higher intellectual pro- 
cesses, involving the perceptive and elaborative mechanisms 
with, at the same time, a weakening of control over the 
emotional reactions. There is reduction in the range of 
possible associations and diflSculty in the formation of new 
associations ; this leads to lessened ability to activate mem- 
ories, to defective retention, impairment of mental grasp 
and diminution in the quickness and accuracy of apprehen- 
sion. The capacity for concentration and complicated 
thinking is interfered with and the impressions and data of 
the environment are grasped with increasing difficulty ; the 
power of attention is diminished, fatigability is increased, 
and a tendency to perseveration becomes manifest. A strik- 
ing variability in mental clearness and capacity is often 
observed. 

When the disturbance in the associative and elaborative 
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functions becomes sufficiently severe it tends to produce 
clouding of the sensorium, a torpor, dazed state or delirium. 
With the increased difficulty in the combination of data of 
the environment and inability to cope with the incoming im- 
pressions, apprehension fails, the attention lapses, the level 
of consciousness sinks, contact with the outside is lost, the 
train of thought becomes fragmentary, and phantasy, 
dreamlike ideas or hallucinations occupy the mind. The 
recognition of delirium and stupor as special phases of the 
organic reaction will be referred to again later on. 

The emotional aspect of the organic reaction is a topic 
of great interest. Some disturbance in the affective re- 
actions is a regular accompaniment of diffuse or focal brain 
disease. A single lesion localized in the thalamus may 
cause a most striking emotional instability with practically 
no intellectual disturbance. But focal lesions elsewhere 
usually result in an exaggerated irritability and peevish- 
ness, depressive moods and angry outbursts. 

The diffuse organic lesions show especially a general in- 
crease of emotional lability — that is, exaggerated responses 
to either pleasant or unpleasant stimuli. This is probably 
due chiefly to the impairment of control of the higher intel- 
lectual functions with their inhibiting influences. Trivial 
occurrences produce strong reactions; the mood of the 
moment tends to govern conduct, but the emotional state 
changes quickly either spontaneously or when other 
thoughts are suggested. 

The emotional reactions are easily restricted beause of 
the diminution of the associative activity. This may re- 
sult in what seems to be an inadequate affect, but this is 
accounted for by the intellectual defect which interferes 
with the grasp of the situation. The patient may, therefore, 
appear indifferent without there being any real deficiency 
of affect. According to Bleuler the ethical sense does not 
suffer in organic states as it is usually stated. Anti-social 
conduct generally depends on lack of full comprehension of 
the situation or the consequences of the act. Previously 
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existing immoral or anti-social tendencies will, however, be 
increased. 

Organic reactions are not infrequently accompanied by 
either a morbid euphoria or a lowering of mood, in fact, 
manic or depressive states may appear and last for months 
or years. These are evidently often related to personality 
traits so that in general in considering the emotional man- 
ifestations in organic disorders, the question arises as to 
what must be attributed to the brain process and what to 
the constitutional tendencies. This will be referred to in the 
further discussion of the psychogenic factors in the organic 
psychoses. 

When we come to examine the ideational content and 
trend reactions which accompany organic deteriorations, we 
find nothing characteristic. On the one hand, we know that 
many cases run a course without evidence of any delusional 
formation or dominant trends. Familiar examples are the 
simple senile deteriorations, simple dementing forms of gen- 
eral paralysis, some arteriosclerotic dementias, brain tumor 
cases, etc. On the other hand, we may encounter in any of 
the organic psychoses florid delusional elaborations of a 
grandiose or depressive nature, transient or fixed paranoid 
trends, hallucinatory episodes, and various other psychotic 
pictures some of which may resemble very closely a manic- 
depressive psychosis, a schizophrenia or a psychoneurotic 
state. This leads to the question of how far and in what 
way do constitutional reactive tendencies and psychogenic 
mechanisms play a role in the definitely organic conditions! 

In this connection the studies of Bonhoeffer are of interest. 
As is well known he widened considerably the conception 
of the organic reaction by calling attention to its acute form 
as seen in the symptomatic psychoses, that is, in those 
mental disorders developing in association with bodily 
disease, infections, tox«mias, poisons, head-trauma, and 
other kinds of acute damage to the brain tissue. 

Bonhoeffer pointed out that in contrast to the great num- 
ber of injurious agents and physical diseases which could 
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affect the brain unfavorably, there was a great uni- 
formity or similarity in the psychic manifestations which 
followed any kind of acute brain damage. These disorders 
he designated as ** exogenous reaction types ^' and attempted 
to contrast them to the endogenous reactions which were 
conceived of as due to causes existing within, that is, con- 
stitutional or temperamental tendencies already a part of 
a, so to speak, performed disposition. 

The acute exogenous reaction types described were the 
delirious, stuporous, the acute Korsakoff complex, acute 
confusion or amentia, dazed and anxious epileptoid states. 
Bonhoeffer claimed that it was possible to deduce from 
these symptom-pictures the existence of an exogenous 
etiology. 

This effort to circumscribe the exogenous reaction types 
has been criticized in various directions : it has been pointed 
out that in mild physical disorders an endogenous or con- 
stitutional mental disturbance frequently appeared; for in- 
stance, a simple depression, a manic state, transitory par- 
anoid trend, psychoneurotic reaction, etc.; furthermore, 
that delirium and other exogenous types usually developed 
only in the presence of a severe toxaemia or grave damage 
to the brain. Bonhoeffer rejects the suggestion that it is 
a cjuestion of degree of toxaemia or amount of injury, and 
from the standpoint of clinical observation it is of interest 
to note that Bonhoeffer has always maintained that physical 
causes very rarely bring out manic states or simple depres- 
sions; that it is very uncommon for a true delirium to re- 
place a manic picture, that this occurs practically only when 
some somatic complication arises. Bonhoeffer claims that 
a true delirium or a Korsakoff picture or a clouded, anxious 
state with intercurrent delirium and meningisms, never 
occur in an endogenous mental disorder, never in any stage 
of manic-depressive or schizophrenia. 

It is to be noted, however, that in his acute confusional 
or amentia group he includes not only the cases that we 
call infective-exhaustive, but cases that we would probably 
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look on with suspicion as possibly allied to dementia pr»cox. 
He has always contended, and in this we would agree with 
him, that catatonic and negativistic symptoms are not 
specific for dementia praecox and are of wide occurrence in 
the infective-exhaustive conditions and other psychotic 
types. 

He admits, however, that in exogenous reactions one may 
find features of an endogenous nature entering to compli- 
cate the symptomatology and clinical course. For example, 
a dazed state, or pathological intoxication, after a small 
intake of alcohol, contains factors independent of the alco- 
hol — namely, the intolerance which is assumed to be some- 
thing inherent in the individual. Such unknown internal 
factors may, however, be of autotoxic, endocrine or bio-, 
chemical nature, so that it may finally come to a point where 
differentiation is impossible between what one would call 
endogenous or exogenous causes. 

In spite of this, however, Bonhceffer maintains that the 
clinical importance of the exogenous reaction type rests on 
the probability that there are mental disorders in which 
it is not just a question of the reaction of an abnormal con- 
stitution of definite functional systems, but rather a ques- 
tion of a fundamentally healthy brain reacting to injurious 
influences encountered in the course of life. This amounts 
to saying that these, so to speak, rather elemental exogenous 
or acute organic reactions may under sufficient provocation 
be called forth in any normal person, whereas, the endogen- 
ous reaction types require as a foundation a previously 
existing abnormal make-up. 

In connection with the discussion of the constitutional 
aspect of the organic reaction types, a recent article by 
Kra^pelin is of interest, as in it one detects a considerable 
modification of some of his earlier views. Kraepelin says 
in substance that in practically every form of mental dis- 
order, even those on a definite organic basis, that one must, 
in order to understand the symptoms, take into considera- 
tion the psychology of the individual and recognize that 
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most psychotic reactions do not depend on specific causes 
nor damage to specific brain areas. One must, therefore, 
admit the importance of the original endowment, person- 
ality traits and previous experiences in determining types 
of adnormal mental reaction. In the symptoms of the psy- 
choses one sees reproduced the wshes, strivings, fears and 
disappointments of the individual and of the race. 
Kraepelin further says that it would be nonsensical to as- 
smne that the syphilitic brain process could be responsible 
for the particular ideas of grandeur expressed by a general 
paralytic; or that cocaine could be responsible for a 
patient's hallucinating lice on the body. While Kraepelin 
comes somewhat nearer than before to the recognition of 
psychogenic causes in certain psychoses, he still holds to 
the idea of an underlying disease-producing cause which 
h^ads to certain fundamental disturbances, particularly of 
the emotions, the voluntary impulses, psychomotor re- 
actions, the thought processes, memory, etc. But the form 
and content of the psychosis, the type of symptomatic re- 
action, will be the expression of all the congenital and 
acquired peculiarities which go to make up the personality. 
The fact that symptoms are not limited to definite disorders, 
but are called forth in similar form by different causes, has 
been, he tliinks, the chief difficulty in making clinical 
distinctions. 

Krsepelin does not agree with Bonhceffer in looking upon 
delirimn as an essentially organic reaction. He considers 
it to be an inherent reactive tendency which appears as 
soon as consciousness, under the influence of any kind of 
abnormal condition, becomes clouded. The true organic 
disorders, the encephalopathic types, are, according to him, 
due to diffuse destructive processes in the brain and show 
chiefly defect symptoms, also irritative disturbances and 
excitements, but in addition many other symptoms which 
resemble manic-depressive, catatonic and schizophrenic 
reactions. 

In this connection it is interesting to note that Krsepelin 
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admits that schizophrenic reactions are not limited to de- 
mentia pnecox. They occur where there is a destructive 
brain process, as in general paralysis, senile psychoses, 
traumatic disturbances, etc., and can probably also appear 
where there is no destructive process, as for instance, in 
hypnosis and in children who, he thinks, show normally 
many schizophrenic traits. Finally Kraepelin says that de- 
mentia precox and manic-depressive insanity may not be, 
strictly speaking, different diseases, but may simply indi- 
cate what part of the personality is most disturbed by the 
causative factor. 

Bleuler holds in general similar views and considers that 
certain features, when they occur in the organic disorders, 
are the expression of a congenital disposition: emotional 
individuals, particularly members of families with manic- 
depressive tendencies, have preferably affective forms of 
general paralysis and affective types of senile psychosis. 
He believes that a manic or a depressive make-up tends to 
become more pronounced under the influence of brain dis- 
ease. Paranoid forms of organic psychoses develop in 
persons of a suspicious make-up who were previously in- 
clined to make false interpretations. Schizophrenia-like re- 
actions with organic brain disease occur in persons who 
were from the beginning of the schizoid type. Still, accord- 
ing to Bleuler, the nature of the disorder has also some 
influence ; the general paralytic process disposes to euphoric 
states, the arteriosclerotic and senile to depressive and 
anxious conditions. 

The viewpoints thus hastily sketched show two interest- 
ing formulations in reference to the pathogensis of organic 
reactions and their symptomatology. On the one hand, the 
brain when acutely damaged is described as responding 
in a fairly unitary manner to diverse exogenous influences 
in that similar psychopathological mechanisms are released 
independently of the kind of harmful agent which produces 
the injury. 

The other view is that structural brain changes result in 
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certain fundamental psychic manifestations, but that the 
general content and clinical form of the psychoses are de- 
termined chiefly by the personality make-up and various 
psychological factors and are largely independent of the 
specific cause or what particular brain areas are affected. 

When we come to examine the data on w^hich these formu- 
lations are based, we find that the actually w ell worked out 
case material is still very scanty, due in part to the fact that 
the organic reactions have been studied hitherto in a de- 
cidedly one-sided way. In the New^ York State Hospitals 
we have an exceptional opportunity to utilize our clinical 
material and laboratory facilities for a further investiga- 
tion of these problems, many of wliich are of fundamental 
importance in psychiatry. 

Some of the questions worthy of intensive study may be 
concretely put if we consider for a moment some of the 
problems presented by the individual organic groups. 

In the senile group we have the well kno\\Ti and definite 
brain changes, but the nature and causes of these changes 
are not knowTi. To speak of an abiotrophy, or a wearing 
out process, without further explanation does not solve the 
problem. If the senile brain change is related to physiolog- 
ical death, w^hat determines its appearance in different in- 
dividuals and at different age periods, sometimes in persons 
still in middle life? If tlie brain changes are of the nature 
of a disease process, is it primarily a brain disorder or a 
response to some extra-cerebral condition perhaps of a 
nutritional, endocrine or metabolic nature ? Dr. Dunlap of 
tlie Psychiatric Institute thinks that the brain picture sug- 
gests that there is an interference with the removal of waste 
products and the replacement of elements necessary for the 
integrity of the nervous tissue. 

An interesting point which so far as I know has not been 
investigated, would be to determine whether or not the 
same anatomical changes occur in brains of aged animals as 
in human beings. 

A further worth-wliile study would be the investigation 
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of general hospital material, containing brains of persons 
dying in advanced age, but who did not, however, show any 
mental deterioration. 

What role do exciting and precipitating causes play? 
Very often the senile breakdown seems to be closely related 
to some physical or mental stress. 

The content of the senile psychosis has received very 
little careful study, although many features have been at- 
tributed to the psychology of the age period in which the 
disorder occurs. Can the varied psychotic pictures in the 
senile be correlated with temperamental and constitutional 
tendencies or the special life experiences? Practically no 
studies have been made of the personality of the individuals 
who develop senile psychosis. I have always been impressed 
with the great rarity of previous mental disturbances, even 
deliria and simple excitements or depressions, or psycho- 
neuroses, in persons who later showed senile deterioration. 
Extremely important would be a careful consideration of 
hereditary influences, but here again no careful work has 
been done. 

General paralysis, although studied rather more in- 
tensively, presents many unsolved problems, and most of 
these -mil have to be settled on state hospital material. 

There are those relating to the syphilitic organism itself, 
its special characteristics and affinities, and its life history 
in the body; the time and mode of invasion of the central 
nervous system are still unsettled questions. Experimental 
work on animals may aid in the solution of these problems. 

Are there definite predisposing and exciting causes in 
addition to syphilis! If race, mode of life, occupation, alco- 
hol, trauma, etc., are factors, just how do they operate f 

The richness and variety of psychotic pictures in general 
paralysis in contrast to the uniformity of the brain changes 
always attracted attention, but little progress was made in 
understanding these relationships until the study of the 
paretic perspnality was taken up. 
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Among the few studies already made the most interesting 
are those of Kalb, Pernet, Seelert and Osnato. They found 
that personality traits tend to be exaggerated with the onset 
of general paralysis and that a previously existing psycho- 
pathic make-up influences very markedly the clinical 
picture. Depressive personalities almost without exception 
have depressive forms of paresis and euphoric persons are 
predisposed to the euphoric forms. While a relation be- 
tween the affective constitution and the clinical symptoms 
of general paralysis seems probable, studies are still lacking 
on the make-up of the cases showing predominantly para- 
noid, schizophrenic and catatonic features. A large major- 
ity of the simple dementing forms of paresis may be 
classified as free from any marked psychopathic tendency in 
early life. 

The suggestion that a toxin, secondary to the syphilitic 
disease, is a factor in causing the euphoria, has little to 
support it. The paralytic process, as other organic dis- 
eases, disturbs the emotional reactions primarily and un- 
doubtedly an exaggeration of constitutional emotional 
tendencies occurs. The cause for the particular fantastic 
ideas, both expansive and depressive, is not to be attributed 
to the process itself, although the organic intellectual defect 
may be a factor. 

None of the studies so far made of the trends in organic 
cases have dealt with the possible subconscious determin- 
ants. This is, of course, a difficult problem, as the chronic 
organic psychoses are rarely if ever directly accessible for 
an investigation of the unconscious. In a study made at the 
Institute, Dr. MacCurdy has discussed the probability that 
the delusions arose from the same source in both organic and 
constitutional psychoses. In the constitutional types they 
arise as the result of the fact that the patient has not 
succeeded in satisfying deeply lying desires and has been 
unable to adapt himself to reality. In the organic reaction 
the unconscious cravings also exist and come to the surface 
when the conscious personality, as the result of the brain 
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disease, can no longer assert itself. On the other hand, 
there are evidently delusions of more superficial origin and 
such a broad generalization may be scarcely justified. How- 
ever, in the acute organic disorders, such as deliria, which 
are more accessible for the study of the deeper trends and 
conflicts, we find some facts tending to support this 
hypothesis. 

Finally, a most fruitful field for research is offered by 
the acute organic reactions, in which there is an unusual op- 
portunity for study of the relation between somatogenic and 
psychogenic factors. Bonlioeffer's study of the acute psy- 
choses and deliria of infection, intoxication and trauma, 
needs to be carried much further. The basic problems are, 
on one hand, those of body chemistry and the reaction of the 
nervous tissue to fatigue and toxins, and on the other, the 
investigation of the constitutional factors and study of the 
content and structure of the psychosis, the analysis of 
which must be completed in convalescence. 

Muralt has shown recently in an interesting analysis 
of a grippe delirium how its content was chiefly the reflec- 
tion of the unconscious trends and personal conflicts of 
the patient dating back to childhood. 

In the study of the organic mental disorders it seems to 
me that a distinct gain has been made in getting definitely 
away from the idea that a certain pathological process or a 
certain etiological factor would explain this or that psy- 
chotic reaction. Much that was formerly accepted as due to 
the nature and distribution of the organic brain disease is 
now seen to be determined by the constitutional reactive 
tendencies of the individual. One may perhaps speak of 
the organic part of the reaction, closely associated with 
which is the affective part, but this latter cannot be sepa- 
rated from the trend which is definitely derived from the 
personality make-up and previous life experiences. The 
reaction of the personality is not, however, something 
which can be set over against the physical make-up. The 
total reaction is the result of all the somatogenic and psy- 
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chogenic factors. What we call constitutional tendencies 
are simply the preferred reactions of the individual. 
Underlying these there may be important differences in the 
way the brains of different individual? are built. The recent 
work of Cecelie and Oskar Vogt on the cerebral cortex and 
its function has again called attention to the great com- 
plexity of tliis problem. They claim that the cortex con- 
tains at least 200 sharply defined areas functionally and 
structurally diiferent and that each one of these areas must 
be regarded as an elementary organ, a functional unit, 
participating in our mental life and adding to its complexity 
on the organic side. 
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Since the earliest descriptions of epidemic encephalitis, most 
observers have recognized that some degree of psychic disturbance 
formed an essential feature of the clinical picture. Very few studies 
have, however, dealt particularly with the psychiatric aspects of this 
disease. In fact, a review of the extensive literature which has appeared 
during the past few years shows, in contrast to the intensive study and 
finer differentiation of the various neurologic syndromes, that the 
psychotic manifestations of encephalitis have on the whole received 
relatively little attention. 

Those writers who have reported psychiatric observations have 
been concerned mainly with the initial or early mental symptoms, and 
remarkably little has so far been recorded as to the course and outcome 
of the mental disturbance; and the important questions of permanent 
mental damage and the more chronic psychotic manifestations have 
been discussed hardly at all. It is, of course, evident that a satisfactory 
solution of certain of the psychiatric problems presented by the disease 
will require a longer period for clinical observation of cases than has 
elapsed since the appearance of the epidemic in 1918-1919. 

The material on which the present communication is based has been 
selected to meet, so far as possible, the requirements of a well-rounded 
psychiatric study. The group available for the analysis comprises 
eighteen cases. We have included only those about which there could 
be no doubt as to the diagnosis of lethargic encephalitis. Moreover, 
they are all cases about which we were able to get a fair anamnesis 
from relatives or friends. We were fortunate in being able to study 
caseis in both general hospitals and state hospitals for the insane. We 
were thus enabled to compare early and late clinical pictures, and by 
looking up the patients discharged from the hospitals, we secured addi- 



* An abstract of this paper was read before the meeting of the Association for 
Research in Nervous and Mental Diseases, New York City, Dec. 28 and 29, 1920. 
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tional data on which to form an opinion as to the course and outcome 
of the disorder in each of the patients included in our series. 

FREQUENCY OF SEVERE OR PROLONGED PSYCHOSES 

It is probably true, as suggested by Barker,^ that during the present 
epidemic many cases of encephalitis have been overlooked and undoubt- 
edly many cases of psychoses are passing through the hospitals without 
their relation to encephalitis being suspected. We know of several 
cases of acute psychosis which were not recognized as an encephalitic 
disorder until the brain was studied postmortem. 

In New York State most of the cases in adults with prolonged or 
severe psychoses eventually reach the state hospitals. The staff physi- 
cians of the institution have been, since the epidemic was recognized, 
on the alert for cases of the disease.^ It is, therefore, of interest to 
learn how many cases have been received in the state hospitals. So 
far the number admitted because of grave psychoses is apparently, 
small in comparison to the number of cases reported in the community 
and treated in general hospitals. During the hospital year from July 
1, 1919, to June 30, 1920, in only twenty cases was the diagnosis of 
epidemic encephalitis considered probable among the 6,500 admissions 
to the New York state hospitals.' 

CLINICAL GROUPINGS 

The wide variety of terms used by different writers to designate the 
more striking psychotic manifestations of encephalitis indicates a lack 
of any well founded nosologic conception. The following list, by no 
means an exhaustive one, taken from recent articles, illustrates very 
well the wide range of designations applied to the mental disturbances 
accompanying or following epidemic encephalitis: acute delirium, 
maniacal delirium,, afebrile mental confusion, amentia, mania, true 
mania, manic state, real hypomania, anxiety depression, excitable 



1. Barker, Cross and Irwin: Epidemic Acute and Subacute Nonsuppurative 
Inflammations of the Nervous System, Am. J. M. Sc. 15»:157, 192^. 

2. New York State Hospital Quarterly, November, 1920, contains an article 
on "Encephalitis Lethargica" by Drs. Montgomery and Waldo, of the Willard 
State Hospital and a report of five cases by Dr. Heyman of the Manhattan 
State Hospital. 

3. Unfortunately, we have no data as to the number of encephalitis cases 
which developed in New York State during this period. We. are informed 
by Dr. E. S. Godfrey of the state board of health that epidemic encephalitis 
was not made a reportable disease until June 1, 1920. During that month, 
the epidemic being already on the wane, only sixteen cases were reported in 
the state. 
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depression, melancholia, emotional stupor, hebephrenia, catatonia, lucid 
catatonic stupor, patanoid state, grave delusional psychosis, fully elab- 
orated psychosis, epileptico-maniacal psychosis, Korsakoff's disease, 
hysterical attack and psychoneurosis. 

It is unfortunate that psychiatric terms already identified with well- 
established clinical entities should have been so freely used even for 
descriptive purposes. Some observers, however, apparently do not 
use the terms merely in a descriptive way, as they seem to think that 
manic-depressive insanity, dementia praecox, paranoiac states and other 
constitutional psychoses may be definitely related etiologically to epi- 
demic encephalitis. 

Only a few observers have so far offered any systematic psychiatric 
grouping of the cases studied. Indeed, many writers have been con- 
tent merely to mention and keep apart as "psychotic forms" or "mental 
forms" those cases in which the psychic manifestation overshadowed 
the neurologic syndrome, although admitting that in any of the various 
types, separated on anatomic grounds, a mental disturbance may exist. 
Some authors, as Buzzard, ignore the mental aspect of the disorder and 
adhere to a strictly anatomic classification. Others, as Tilney and 
Howe,* group their cases partly from the anatomic and partly from 
the psychiatric point of view. Hesnard ' has perhaps attempted the 
most comprehensive grouping of psychotic syndromes. His main 
divisions are : 

I. Mental disorders in the more common neurologic types. The 
mental disturbance, assuming a subordinate role, usually does not go 
beyond a state of lethargy or mild confusion. 

II. Mental disorders in a group of cases in which the neurologic 
signs are less prominent while the psychotic disturbance stands in the 
foreground from the first. These are the "encephalitic psychopathies'- 
for which the general designation of "acute psycho-encephalitis" is 
suggested. 

As clinical varieties under the second division the author mentions 
the following: 

1. Psychosomnolent form: Drowsiness succeeded by mild excite- 
ment (hypomania) passing into confusion which is later followed by 
depression. 

2. Lucid catatonic stupor: General immobility, catatonia, pres- 
ervation of mental clearness. 



4. Tilney, F., and Howe, H. S. : Epidemic Encephalitis, New York, Hoebcr, 
1920. 

5. Hesnard: La Psycho- Encephalite Aigue Epid^mique, TEncephale 15:443 
(July) 1920. 



Digitized by 



Google 



3. Acute delirious form : The delirium may be frankly hallucin- 
atory, analagous to febrile delirium tremens. 

4. Confusional form: Marked reduction of mental activity with 
clodding of the sensorium. 

5. Korsakoff form : Disorientation with confabulation, often, but 
not always, accompanied by neuritic or poliomyelitic symptoms. 

6. Miscellaneous psychic disturbances: Especially sequelae seen 
most often in children who show mental dulness or various changes 
in character and disposition. 

An obvious objection to any such clinical grouping as the foregoing 
is that it tends to set up a false contrast between neurologic and 
psychotic syndromes. It arbitrarily leaves largely out of consideration 
the mental disturbances, often severe, which frequently accompany the 
more marked neurologic syndromes and tends to give the impression 
that when mental symptoms are pronounced the physical symptoms 
are likely to be slight and vice versa. We do not think there is any 
justification to speak of "psycho-encephalitis" and thereby suggest that 
the mental reaction in certain cases is more important than the physical 
aspects of the disease. A patient with mild mental symptoms at the 
beginning may later on show a marked psychotic disturbance and it is 
well known that the initial physical symptoms form no criteria of what 
the eventual neurologic syndrome may be. 

Later we will show that the so-called *'psychosomnolent form*' and 
"lucid catatonic form" are not clinically distinct types. They are only 
in a very superficial way different from the other types, may occur 
during the course of any of the forms mentioned, all of which we 
find contain elements fundamentally more important in psychiatric 
differentiations than those given by Hesnard. 

PSYCHIATRIC PROBLEMS OF EPIDEMIC ENCEPHALITIS 

It is now known that epidemic encephalitis is an acute or subacute 
inflammatory disease of the central nervous system, a meningomyelo- 
encephalitis.' It is probable that the disease is caused by an infectious 
organism. Furthermore, it seems reasonably certain that as a result 
of the activity of the infective agent or its toxin within the body a 
varying degree of temporary or permanent damage to the nervous 
tissues takes place. As a consequence, psychic disturbances of varying 
degrees of intensity arise. 

The psychiatric problems of epidemic encephalitis would, therefore, 
appear to lead directly to a consideration of those types of mental 
disturbance susceptible of being called forth by toxic-infectious causes 
which act deleteriously on the central nervous system. From the stand- 
point of clinical differentiation the first question might be: What are 
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the known characteristics of mental disorders arising on such an 
etiologic basis ? 

The studies of Meyer," Bonhoeffer,^ Hoch* and Bleuler* have 
shown that disturbance of mental function, like disturbances of other 
functional mechanisms, takes place in a relatively limited number of 
ways. Clinical studies have in fact made it possible to circumscribe a 
fairly small number of abnormal mental reaction types now recognized 
to be of fundamental importance in all questions of pathogenesis and 
symptomatology of mental disorders. So far as we can see at present, 
there are three mental reaction types which are of special psychiatric 
significance. These are : 

1. Organic Reactions. --T^^^^ are characterized essentially by 
impairment of apprehension, interference with elaboration of impres- 
sions, defects in orientation and retention; difficulty in activization of 
memories with variability in mental capacity and level of attention — the 
so-called mental tension defect. It is now well established that this 
reaction is seen only when the brain has been damaged, temporarily or 
permanently, including injury by toxic-infectious agents. 

2. Affective Reactions, — These are characterized by emotional dis- 
turbances which follow essentially the pattern of the normal affective 
states. Typical examples are the manic-depressive oscillations and 
other benign emotional- disorders. 

3. Trend Reactions, — These are characterized by abnormal trends 
and ideas, an unusual attitude toward the outside world, with consti- 
tutional peculiarities and psychogenic mechanisms in the foreground. 
Examples are schizophrenic and paranoiac states. 

While these mental reaction types are often encountered i:linically 
in pure form, they need not coincide with what we call "mental diseases." 
In fact, one reaction does not necessarily exclude another. For instance, 
an affective or trend reaction may be superimposed on, or released by, 
an organic reaction, so that the resultant clinical picture is thereby given 
a special cast. Descriptive psychiatry has been, to a considerable extent, 
concerned with an effort to single out and identify as clinical entities 
groups of symptoms which belong to one or the other of these forms 
of mental reaction. 



6. Meyer: The Problem of Mental Reaction Types, Mental Causes and Dis- 
eases, Psychological Bull. 5:245, 1908. 

7. Bonhoeffer: Die Symptomatischen Psychosen in Gefolge Von Akuten 
Infektionen und Inneren Erkrankungen, Franz Deuticke, 1910. 

8. Hoch : The Problem of Toxic-Infectious Psychoses. Bull. New York State 
Hospitals, November, 1912. 

9. Bleuler: Dementia Praecox Oder Gruppe der Schizophrenien, Franz 
Deuticke. 1911. 
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It is our view, based on pathology and probable etiology, and also 
on clinical experience, that the psychiatric problem of epidemic 
encephalitis belongs essentially in the realm of the organic, more spe- 
cifically the toxic-infectious mental reaction types. The present study 
is a clinical contribution in affirmation of tKis conception. Before pro- 
ceeding to discuss our case material, we will sketch briefly the principal 
features of the organic mental syndromes. 

The conception of an organic syndrome is not a new one in 
psychiatry, although the old and unsatisfactory designation of "organic 
psychoses" passed out of use as we became better able to differentiate 
various types of brain disease. A more precise description and designa- 
tion of the organic reaction has resulted from the recent work of 
Kraepelin ^® and of Bonhoeffer ^ who have analyzed in detail the 
features common to all psychoses which develop in reaction to brain 
disease or injury. Bonhoeffer especially has extended our knowledge 
by studies of "exogenous" causes and the clinical pictures constituting 
the symptomatic psychosis, that is, those due to bodily diseases and 
poisons. 

The chronic organic reactions are seen in arteriosclerosis, senile 
deterioration, chronic Korsakoff disease, paresis, brain tumor, etc., all 
of which show interference with mental grasp, diffuse memory defects, 
impairment of retention, variability in capacity and clearness, dimin- 
ished ability for complicated thinking, and fluctuations in levels of 
attention — ^a typical mental tension defect. 

The acut^ organic reactions have recently become better understood, 
chiefly as a result of Bonhoeffer's work on acute Korsakoff's disease, 
deliriun\ tremens and other deliria accompanying physical diseases. 
The typical acute reactions are the deliria due to trauma, alcohol, 
uremia, lead and carbon monoxid poisoning, infections, bacterial toxins, 
etc. Brain torpor, somnolence or stupor may, however, be the most 
striking clinical expression of the reaction, replacing or alternating with 
the delirium. In the acute types, we encounter the difficulty in mental 
grasp and elaboration of impressions to the point of clouding of the 
sensorium, orientation and retention defects, and a striking variability 
in the level of consciousness: when lowered the train of thought 
becomes fragmentary (muttering and incoherence), when raised by 
questions and external stimuli the patient becomes more attentive. 
With clouding of consciousness, dreamlike ideas and hallucinations 
appear, and there is a marked tendency for habitual trends of thought 
and activities to determine the scene — the well-known occupation 
delirium. 



10. Kraepelin: Psychiatric, Ed. 8, 1910. 
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Psychogenic deliria in contrast to organic deliria, as pointed out by 
Bleuler* and by Hoch,® present quite a different type of reaction. In 
them the reaction centers about the realization of a wish with more or 
less complete splitting off of the rest of the personality, excluding, so 
to speak, the outside world or falsification of reality in harmony with 
the main trend. 

As already intimated, even in the purest organic reactions, it js 
necessary to consider various modifying elements, particularly the 
personality make-up, the special etiolopc factor at work, the intensity 
and duration of its action and predilection for definite parts of the 
brain. The widespread cropping out of constitutional traits and the 
appearance of various affective and trend reactions in the organic 
psychoses need not be dwelt on at present. 

In concluding this part of the discussion we will simply mention 
the more common clinical forms of the acute organic reactions as they 
occur in psychiatric practice. Later we will discuss these types in rela- 
tion to the symptom-pictures encountered in encephalitis. 

1. Acute delirium: the organic features of which are plainly 
evident. 

2. States of psychic torpor: various grades of mental dulness, 
somnolence, stupor or coma. 

3. Amnestic-confabulatory complex : acute Korsakoff syndrome. 

4. A group of more complicated psychotic reactions to which the 
term amentia " is often applied. In these the organic elements, dis- 
orientation and clouding of the sensorium, are combined with emo- 
tional disorders, trends and psychomotor disturbances which are not 
usually so prominent in the other acute organic syndromes. In these 
itiore complex cases, the personality traits and various psychogenic 
reactions come more to the front and thereby give a special cast to the 
clinical picture. 

GENERAL SURVEY OF CASE MATERIAL 

In Table 1 are presented the principal features of the neurologic 
and psychotic syndromes as encountered in our eighteen cases. 

By far the most constant physical symptom in this series of cases 
was disturbance in the oculomotor mechanisms alone or in combination 
with other physical signs. This was plainly evident in all cases except 
one which was a pseudoparkinsonian type (Case 6). 

Next in frequency among physical manifestations were pseudo- 
parkinsonian symptoms, noted in six patients (Cases 3, 4, 5, 6, 7 and 

11). 



11. The term "amentia" is not free from objection, but it is a useful desig- 
nation in the sense here indicated for a clinical group seen in psychiatric 
hospital practice. 
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In two cases, there were symptoms of a transitory nature pointing 
to the cerebellum (Cases 9 and 11). 

In two patients, a thalamic type of facial weakness was noted and 
in one of these there was uncontrollable laughter (Cases 5 and 12). 

In one patient, meningeal symptoms were prominent at the beginning 
(Case 15). 

• In one patient, a lasting hemiplegia developed during a prolonged 
stupor (Case 17). 

In eight cases, the physical symptoms have cleared up entirely, 
leaving ten cases in which there are light or severe physical residuals. 

In general, we were not able to make any correlation between types 
of physical symptoms and the form or outcome of the mental dis- 
turbance. It is, however, interesting to note that of the ten patients 
with physical residuals not one can be said to have recovered com- 
pletely mentally. On the other hand, of the eight patients without 
physical residuals, two have fully recovered mentally. 

A general survey of the psychotic syndromes reveals that in every 
case there was at some time during the clinical course a period of 
pathologic drowsiness or mental torpor varying in degree from abnor- 
mal sleepiness to stupor or coma. The fact that this symptom appeared 
in all of our patients tends to make us think that cases in which it does 
not occur at some time during the course of the disease are the excep- 
tion. Its appearance is very irregular. It may constitute the chief 
feature of the mental picture or it may appear for a brief period only 
during the course of other mental disturbances. Thus, we find it as an 
initial symptom, or following a delirium, excitement or period of insom- 
nia, or it may immediately precede the convalescence. 

The next most striking feature of the psychotic picture was the 
appearance of delirium or mental confusion. This symptom occurred 
with varying intensity and duration in fifteen of our eighteen cases^ 
In the three cases in which it was not apparent, we do not, however, 
feel that delirious features in the sense of a temporary alteration in 
the level of consciousness with impairment of mental grasp, etc., can 
be definitely excluded. These three patients, unfortunately, could not 
be sufficiently examined for the lighter grades of impairment of the 
sensorium and delirious "dips" (Cases 1, 4 and 5). No patients pre- 
senting an acute or chronic Korsakoff mental picture have been 
observed by us. 

A point of special interest is the appearance of trend reactions and 
emotional disturbances outside a setting of delirium or mental con- 
fusion. In general, the persistence of a delusional trend after the sen- 
sorium has cleared is a rare occurrence and must be considered in 
relation to certain constitutional factors which will be discussed later. 
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TABLE 1.— Principal Features of the Neurologic and Psychotic 
Syndromes Encountered in Eighteen Cases 



Case 

No. Neurologic Syndrome 

1 Oculomotor with choreiform 

twitchings; paresthesia, left 
hand and involuntary move- 
ments after nine months 

2 Oculomotor: Benedikt's syn- 

drome; residual tremors, left 
arm 

3 Oculomotor; Pseudoparkinson- 

ian; no residuals 

4 Oculomotor; partial left hemi- 

plegia ; pseudoparkinsonian ; 
rendual slight rigidity of up- 
per extremities 

5 Oculomotor; severe pseudopark- 

insonian ; thalamic facial 
weakness (left); after one 
year residual parkinsonian 
features 

6 Pseudoparkinson ian; general 

rigidity, mask-face, unilateral 
pains in limbs; no residuals 

7 Myelo-encephalitis (cervical) ; 

oculomotor; pseudoparkinson- 
ian; residual weakness and 
atrophy of muscles of 
shoulder girdle 

8 Oculomotor; occasional blurring 

of vision after eight months 



Oculomotor with suggestion of 
cerebellar involvement, dizzi- 
ness and disturbance in equi- 
librium; no residuals 

Oculomotor; slight thalamic 
facial weakness (left); trem- 
ors in hands; no residuals 

Oculomotor with suggestion of 
cerebellar involvement, later 
involuntary movements, facial 
weakness and parkinsonian 
gait; residual squint 

Oculomotor; tremors; pyramidal 
tract involvement (right); 
residual speech and facial 
tremor 

Oculomotor with muscular 
twitchings in limbs; transitory 
Ar^ll Robertson pupil; no 
residuals 



10 



12 



16 



Abrupt onset head pain; uni- 
lateral convulsion tnen coma; 
slight facial weakness; no 
residuals 

Oculomotor with meningeal 
symptoms; no residuals 

Oculomotor with left facial 
weakness, leg pains and sen- 
sation of twitching in tongue;, 
physical symptoms persist 
after two years 

Oculomotor with hemiplegia de- 
veloping during stupor; resid- 
ual nemiplegia 



18 Oculomotor; tremor of hands 
and tongue; no residuals 



Psychotic Syndrome 

Insomnia, mental and motor hyperactivity of occupational 
type, followed by drowsiness; long period of physical 
and mental insufficiency, gradpal improvement; after 
nine months full recovery (?) 

Drowsiness; slight delirium and nocturnal restlessness, 
then lethargv; no residuals after six months except 
possibility of slight ch^ge in disposition 

Lethargy; semiftupor; disturbance in time relations; 
change in disposition; subjective impairment in 
powers of memory after seven months 

Vague fears; drowsiness; lethargy; alteration in char- 
acter apparent after one year 



Stupor, mutism and tendency to maintain given posi- 
tions; then euphoria and uncontrollable laughter; no 
mental residuals after one year except possibly 
abnormal stubbornness 

Lethargy; confusion, prolonged immobile state and gaz- 
ing;* tearful on stimulation; anxious ideas and a few 
hallucinations; recovery in ten months, but possibly 
more emotional than formerly 

Lethargy; delirious episode; anxious depressive mood; 
after eight months residual non incapacitating depres- 



Nocturnal insomnia with occupational delirious episodes; 
somnolent during the day; rapid improvement out per- 
sistence after eight months of somnolent tendency 

Inromnia, hallucinatory excitement, then short, violent 
delirium; drowsy period and recovery in two weeks; 
no residuals after eight months 

Insomnia, then confusion, delirious ideas and fear fol- 
lowed by lethargy; change in disposition apparent 
after ten months 

Acute hallucinatory delirium interrupted by stupor; then 
a weak, irritable state followed by hyperkinetic reac- 
tion and elation with clear rensorium; no defects in 
memory or mental capacity; excitement continues 
after one year. 

Stupor and delirious excitement, then euphoria and un- 
controllable laughing attacks; after six months dshows 
poor emotional control; episodes of anger and crying 

Delirium followed by lethargy; peculiar emotional reac- 
tions, inertia and low mental tension but no definite 
loss of mental capacity; unchanged after eleven 
months 

Coma; afterward disorientation and confusion with 
dreamlike ideas and hallucinations; some restlessness 
and emotion; change apparent after three months 

Initial somnolence followed by hallucinatory delirium; 
recovery in three months with amnesic period; no 
residuals after one and one-half years 

Stupor, then depressive complaining attitude in reaction 
to physical condition; paranoid episode with hallucina- 
tions; trend not further elaborated after two years 



Stupor with confusion followed by suicidal depression, 
hallucinations and fears; peculiar emotional reactions; 
no definite mental deteriorati6n ; psychosis continues 
after fourteen months 

Stupor followed by occupational delirium; schizophrenia 
in individual with former tendencies in that direction; 
unchanged after ten months 
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On the other hand, we have found in a large majority of our cases 
peculiar emotional states which have persisted after all other mental 
symptoms have disappeared, so that a special type of residual seems to 
occur. Severe or prolonged psychotic manifestations occurred in four 
cases: one patient, after the stupor, developed a prolonged suicidal 
depression (Case 17) ; another, also after a stupor, developed a depres- 
sive paranoid state (Case 16); another one, after a severe delirium, 
showed a prolonged hyperkinetic condition with elation or irascibility 
(Case 11)) ; and in one patient a latent schizophrenia was brought to 
the surface with subsequent development of very marked symptoms 
(Case 18). 

SLEEP DISTURBANCE 

In fever, even occasionally in a mild febrile state, there is often 
undue drowsiness. In numerous organic brain conditions, for example, 
tumor, diffuse exudative disease, hemorrhage, to name only a few, as 
well as in states of so-called toxicosis resulting from metabolic dis- 
orders, there are disturbances of various degrees in the same field. It 
is apparent that pathologic sleep has a wide occurrence in neuro- 
psychiatric conditions. In encephalitis such a disturbance is the most 
obvious mental alteration. At the beginning of the discussion, this dis- 
turbance is best put in terms of hyperfunction and hypofunction, for in 
this way it will be quickly brought to mind that not all patients with 
encephalitis show somnolence. Hypofunction of the sleep mechanism 
is frequently present instead. 

On the hyper function side the excess of sleep in its mildest form 
amounts to a mere drowsiness. This stands at one end of the hyper- 
somnic scale with coma at the opposite. It is serviceable to recognize 
the four gradations of drowsiness, lethargy, stupor and coma. In 
this^way certain clinical distinctions are expressed and individual states 
more accurately described. The differences are those of degree. 

Regarding the drowsy state the term defines itself. In it a certain 
more than usual desire to sleep and a tendency to doze does not notice- 
ably upset the person's regimen. 

When lethargy sets in, sleep of a special kind occurs. The patient 
sleeps more than is normal, possibly both day and night; his former 
occupations are necessarily curtailed. When asleep he can be very 
readily awakened completely. He may not return to sleep immediately, 
is not necessarily prostrate and may make voluntary efforts to keep 
busy at something. One of our patients, over a six weeks period when 
there was great lethargy, forced herself, under a physician's advice, 
to take long daily walks. This patient remained clear in her sensorium, 
except for a difficulty with the facts of time, indicating the kind of 
clouding apt to accompany that degree of sleep disturbance. 
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In stupor the patient is of necessity in bed and initiates nothing. 
There is a great reduction of activity. The patient is difficult to arouse, 
there is incomplete correlation between stimuli and reaction, and grave 
disturbance of the sensorium may be present. This may be sufficient to 
produce complete disorientation. 

The patient in stupor may not always keep the eyes closed. The 
patients in Cases 5 and 6 went through an immobile state with mask- 
like fades, mutism and open eyes. Their difference in this may invali- 
date such cases for discussion under the general heading of sleep dis- 
turbance. One patient (Case 5) was not asleep, and in retrospect, he 
says that he understood everything and that he was unable to talk 
because of the rigidity of his tongue, lips and all of his vocal apparatus. 
These cases illustrate that the sleep disturbance so-called is only partly 
an alteration in the level of consciousness and that with it there is an 
activity disturbance. We do not think we have enough insight into 
gradations between variations in activity and somnolent states to war- 
•rant arbitrary limits in defining terms. 

An all embracing inertness with the apparent suppression of reac- 
tions to virtually all external stimuli marks the fourth and most marked 
gradation, coma. Some of the writers who have used such descriptive 
terms as "twilight state" and '*sleep of closed eyes" have plainly had in 
mind only the phase which is called lethargy in our nomenclature. 

It has been suggested that the ease with which a lethargic patient 
can be aroused and the brightness and alertness then often shown arc 
peculiar to encephalitis. It must be admitted that such a reaction is not 
usual in toxic-organic somnolent states, although something like it may 
be seen in brain tumor cases with facetiousness. On the other hand, in 
encephalitis it is often a question of degree or depth of the disturbance, 
as demonstrated by the stuporous or comatose patients who cannot be 
aroused, or if they can be, they show plainly dulness, lack of clearness 
or confusion. 

When the sleep function is diminished or suppressed instead of 
augmented, the result is a hyposomnia, more commonly called insomnia. 
Qimenko ^^ has found insomnia as a symptom of onset. We have a 
similar history in three of our cases. Abrahamson ^^ describes hyper- 
somnia as an onset reaction and this occurs without doubt in the great 
majority of cases. Of the hypersomnic states, drowsiness, lethargy and 
stupor are frequent. Coma, in contrast, is not usual. It occurs in two 
settings. In one, the coma develops out of the stupor and marks an 



12. Climenko: Encephalitis Lethargica, New York M. J. 111:531 (March 
27) 1920. 

13. Abrahamson: Mental Disturbances in Lethargic Encephalitis, J. Nerv. 
& Ment. Dis. 5t:193 (Sept.) 1920. 
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intensification of the latter, coincident with an alarming advancement 
of the disease in its general features. Coma in this instance is almost 
always terminal. The other setting in which we have found coma is 
distinctly opposite in nature ; namely, the coma has come on at the very 
onset of the disease. In one instance, it came with lightning rapidity 
upon an individual who until that time had been in health (Case 14). 
A convulsion inaugurated the disease and established the coma. A case 
with similar onset is described by Guillain.^* Both of these patients pro- 
gressed to recovery — one with a certain alteration of character. Coma, 
therefore, occurring at the onset gives quite a different prognosis from 
that developing later in the course of the disease. 

Though as mentioned before, the insomnic picture has been noted 
by some as a preliminary onset symptom, in the majority of cases it 
develops later, if at all. In these instances, hypersomnia by a gradual 
transition gives place to insomnia. Bremer " says that the insomnia 
so frequent at the end of encephalitis is sometimes accompanied by an 
intense psychic overactivity. He mentions the case of a physician who 
had had the illness and had experienced the insomnia and hyperactive 
features. This physician reported that at first the insomnia was almost 
agreeable because of the lucidity and power of memory evocation 
which characterized it. Something much resembling it occurred in our 
Case 1. 

The hypersomnia and the hyposomnia may alternate in the same 
patient through a definite day and night cycle, with a reversal, however, 
of the usual order. For example, such a patient, instead of sleeping at 
night, shows great restlessness and only with the coming of morning is 
able to sleep. The sleep which then ensues is the gripping lethargy 
which it is easy to interrupt but not possible to terminate. This rhyth- 
micity in reverse order. of the normal has been most frequently seen in 
children. Six such cases, all children, are described by Happ and Black- 
fan,^® who attach a diagnostic significance to this sequence. In one of 
our adult patients (Case 8), this day and night cycle is recorded. 

It is doubtful if speculation is profitable regarding the causation of 
these alterations of sleep. The question of morbid sleep has always 
dealt with a multiplicity of factors. Regarding normal sleep, Dana ^^ 
writes, "Sleep is a biologic phenomenon which needs to be explained 
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only as the waking state or the diastole and systole of the heart need to 
be explained. It is not forced upon the system by any special hypno- 
tizing secretion. It is part of the inherent and i;hythmic habit of living 
tissue." Dana points out that in sleep there is a blocking of the sensory 
inflow and of many association paths, and that this nerve block is caused 
ordinarily and in part by fatigue products acting on the synapses of the 
nerve cells. He follows the suggestion of Gemelli that pituitary secre- 
tion perhaps has the power of antagonizing the blocking effect of these 
products. If pituitary secretion is lessened, the blocking action of 
fatigue products is greater, and morbid somnolence occurs. Gush- 
ing and Goetsch ^* had previously compared the physiology of the 
hibernating animal with the drowsiness and metabolic phenomena in 
hypopituitarism. 

Inasmuch as the lesions of epidemic encephalitis so frequently focus 
about the cerebral peduncles with partial blocking of the aqueduct of 
Sylvius, the development in these cases of internal hydrocephalus can 
hardly be rare as pointed out by Buzzard. ^^ Dunlap^ has found in 
localized midbrain edema pathologic evidence of this occlusion. The 
bearing of this apparently frequent pathologic condition upon the ques- 
tion of the somnic alteration of the patient may depend upon an asso- 
ciation between hydrocephalus and hypopituitarism as suggested by 
Pollock.^* This is in line with previous analogous observations of 
Marinesco and Goldstein,*^ of Bailey and Jelliffe,^^ of Gushing ^* and 
others. This association would appear to rest upon the interference 
with the exit from the ventricles of pituitary secretions which normally 
reach the subarachnoid spaces and there come in contact with the cer- 
ebral cortex. 

If wfe follow this suggestion, we are led to account for somnolence 
as a pressure effect of hydrocephalus upon the pituitary gland. But 
hydrocephalus causes pressure elsewhere, for example, on both 
tha^ami and on the cortex as well. Even presuming that hydrocephalus 
is a necessary step in the development of somnolence in these cases, it 
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is not clear in what manner it works — whether through effects on the 
pituitary gland or through pressure on the thalami, cortex or other 
areas. Kennedy '* believes that pathologic changes based on localiza- 
tion of the virus in the thalami or anatomic interruption of afferent 
paths to the thalami explain the somnolence. Others explain it in terms 
of changes at the synapses of the cells, presumably of the cortex. To 
speak again of the pituitary gland, specific alterations in that gland dis- 
tinct from secondary pressure effects may be the factor to cause som- 
nolence. Of all these theories, none can be said to be conclusive. Per- 
haps the chief argument against a localized thalamic lesion being the 
cause of the somnolence is the type of case which shows a twenty-four- 
hour cycle, stupor during the day, and restlessness, often extreme, dur- 
ing the night. 

The hyposomnia and restlessness are just as little understood as the 
somnolence. It would seem that endocrinal factors would most readily 
permit of alternating combinations of the hypersomnia and hyposomnia 
and of strange day and night cycles. 

DELIRIUM 

It is the generally accepted view that delirium, if the psychogenic 
variety is excluded, points to a brain condition, an injury in the broadest 
sense, of a transient or permanent nature/ The result is an interference 
with mental function the clinical expression of which is the syndome 
of delirium. We have already drawn attention to the resemblance of 
the delirium of trauma, alcohol, fever, etc., to the well-known organic 
types of mental disturbance and have shown the justification for regard- 
ing delirium as the acute form of the organic mental reaction. 

The delirium of encephalitis presents the general characteristics of 
the acute organic disturbance. It occurred in fifteen of our eighteen 
cases in varying degrees of severity. We do not think that the three 
cases in which delirium was not recorded can be said to have been care- 
fully enough observed or examined for one to say that mild transitory 
deliriimi did not occur. Delirium may appear at any time during the 
course of the disease. It is usually not prolonged and may in fact be 
limited to fleeting delirious episodes, especially at night. The cycle of 
nocturnal delirium and diurnal somnolence is often seen (Cases 8 and 
12). One patient retrospectively remarked, "I was out of my head at 
night, but sensible during the day." 

The most frequent sequence in our cases was for an initial drowsy 
or stuporous state to be followed or interrupted by delirium. Transient 
delirious features during a stupor may be easily overlooked. The 



25. Kennedy: Epidemic Encephalitis with Stupor, Med. Rec. 95:631. 1919. 



Digitized by 



Google 



17 

patient may mutter only for a brief period, pick at ihe bed clothes, be 
harder to arouse, or the attention be more difficult to fix than usual. 

In all of our cases beginning with insomnia, there followed a 
delirious phase which in turn was succeeded by drowsiness (Cases 9 
and 10). 

The content of the delirium of epidemic encephalitis, as in organic 
deliria generally, tends to center about habitual trains of thought and 
the usual daily activities of the patient, while combined hallucinations 
and illusionary falsification of things in the immediate environment are 
prominent. One patient, a former sailor, got on the roof at night and 
tried to climb the chimney imagining he was putting up a rigging. 
Another, a stevedore, imagined he was back at his work on the docks. 
A school teacher acted and talked as if she were in the class room with 
her pupils. 

In some instances, the delirious content was apparently determined 
by disagreeable somatic sensations. One patient (Case 7) with a cer- 
vical involvement and root pains talked in a delirious way about having 
three arms, and at night said to his wife, "Wipe the blood oflf my arm — 
that other arm." Another patient (Case 13) who complained a great 
deal in the beginning of general soreness, pains and heat sensations, 
talked in his delirium of red pepper in the bed, of the devil's powder 
burning him all over, of feeling electric shocks, etc. Another patient 
who had a cystitis and required catheterization talked a great deal in her 
delirium of a criminal abortion. 

In some cases, approaching more the amentia type of reaction, the 
delirious content is less simple, there being more evidence of complex 
trends. One patient (Case 14) confused her husband with her brother 
and said, "I am married twice, I can't think of the other man but I 
have two children." She wanted to be allowed to have "two eggs" 
in bed with her. Once she threw oflf the covers and called out that the 
eggs (imaginary) were not touching her, that nobody was in bed with 
her. 

It is usually found that amnesia covers more or less the delirious 
period as is the case in alcohol and other toxic-organic deliria. As in 
the latter so in encephalitis, the recollection of the delirious trains of 
thought may be quite well preserved, while there is partial or complete 
amnesia for external events. The completeness of the amnesia for hap- 
penings in the environment varies, of course, with the depth of the 
delirium and is apt to be "patchy," in harmony with the fluctuations of 
the level of consciousness. By way of contrast, it is of interest to note 
in this connection that in the typical psychogenic deliria, as seen for 
instance in hysteria, the content is usually completely suppressed, the 
patient having on recovery no recollection of the delirious trend. 
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EMOTIONAL REACTIONS 

The mood alterations which accompany encephalitis have, because 
of their prominence and variety, always attracted a great deal of atten- 
tion. Some writers have emphasized the lack of a normal emotional 
responsiveness, ranging from mild indifference and slight dulling to 
profound apathy and absence of all affective reactions. Kennedy and 
others have described as one of the most characteristic symptoms the 
"emotional stupor," in which condition the patients are totally unable to 
display any emotion. On the other hand, cases are reported in which 
the patient, when aroused from the stuporous state, is jocular and 
facetious. Euphoria is mentioned by some observers as occurring fre- 
quently, especially as an early symptom, while manic-like states with 
elation are also described. Various authors have mentioned as frequent 
and striking symptoms, absence of all concern and lack of any anxiety 
or worry about the illness. In other patients, however, there may be a 
prominent depressive reaction, fears and even suicidal tendencies. 
Finally, there seems to occur fairly often spasmodic or uncontrollable 
emotional reactions, crying or laughing, with or without appropriate 
affect. 

This extremely wide range of emotional reactions indicates that the 
differences between individual cases are very great or that the mood 
varies markedly through the different stages of the disease. In giving 
the results of our observations, the mood changes in the early or acute 
stages will be considered first and then reference will be made to those 
which we have found to occur or persist in the later stages; in many 
instances, the latter might better be regarded as residuals of the disease 
because otherwise the patient appears to have recovered. 

In the early stages, before the onset of the torpor or de!irium, mood 
changes are not often marked. Pronounced depression does not seem 
to occur although some patients give in retrospect an account of a wor- 
ried anxious mood during the initial period of the disease. One patient 
said he felt "tired and sorry and worried" about his condition. Another 
complained of feeling nervous and vaguely afraid. Climenko has 
described as a common initial symptom a euphoria with feelings of 
optimism, well being and unusual desire for work. None of our patients 
showed in the early stage such a reaction, with the possible exception of 
the patient in Case 1, who developed with insomnia a busy overactivity 
and expressed some grandiose ideas about his inventions, but there was 
no pronounced elation. On the other hand, we have frequently seen 
euphoria after a lethargic or delirious phase. In Case 5, a stuporous 
state was succeeded by a euphoric mood, with a great deal of laughter 
and excessive reaction to jokes and other emotional stimuli. In Case 12, 
a delirious period passed over into a euphoric condition, a gay happy 
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mood, with smiling and much laughter which at times seemed almost 
uncontrollable. Appropriate affect was, however, not lacking and no 
crying spells occurred. In neither of these cases was there any accom- 
panying general excitement or impairment of judgment, so frequently 
seen in the euphoric states of paresis and manic-depressive insanity. 

Euphoria with added features of a manic reaction does, however, 
occur. The mood, psychomotor excitement and speech productivity fur- 
nish a picture not distinguishable from a manic-depressive excitement. 
A boy. Case 11, passed through a severe delirium and made a slow and 
tedious improvement over a period of three months. Then there devel- 
oped quite a typical mild manic state which has continued for nine 
months. Significant, however, of the organic foundation for this 
excitement is the fact that the patient recently, after complaining again 
of diplopia, had a convulsive seizure. Bremer reported a similar manic- 
like state in a boy after acute lethargic symptoms of two months' dura- 
tion. The final outcome in this case was not given. Manic reactions 
are more apt to appear late than early in the disease and in a sense may 
be considered as residuals. We h&ve not seen a typical manic state in an 
adult. 

Mood During Stupor. — Of special interest is the emotional state 
during lethargic and stuporous conditions. Various observers have 
commented on the fact that with the onset of drowsiness and lethargy, 
the patient apparently becomes remarkably indifferent and apathetic, 
and that during the stupor the emotional responsiveness is greatly 
diminished or even comp!etely suppressed. The patient's immobile face, 
failure to show any interest and the lack of spontaneity certainly give 
the impression of an affectless state. Unfortunately, very few observa- 
tions have been made which include the patients' own account of their 
feelings during this period. As far as we are aware, no reports have 
been made on the behavior of the pulse, respiration, pupils or vasomotor 
system while the patient is subjected to emotional stimuli. 

Many patients when aroused will say that they "feel all right" and 
have nothing to complain about except perhaps that they are sleepy and 
tired. In many instances, this has impressed us as being a reaction 
along the line of least resistance, in harmony with the great disinclina- 
tion to make any exertion, mental or physical. In Case 4, this reaction 
is typified when the patient says retrospectively, **I was so lazy that I 
didn't care to have anything on my mind." On the other hand, there 
are patients who display emotion when specially stimulated, showing 
that they are capable of a certain response even though they fail to 
speak. 

Tilney and Howe report the case of a girl who in a stupor with 
mutism and an expressionless face accidentally overheard a remark that 
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she would not get well. Immediately tears rolled down her cheeks. In 
our Case 6, the patient for a long time was in an immobile state with 
maskhke face and mutism. When his wife visited him, tears would 
stream down his face, and often when the physician took his hand, the 
patient would hang on to it a little, as if he wished him to stay. On 
recovery, a special effort was made to get the patient to describe his 
feelings during the stupor. He seems to have felt very dull, was with- 
out any initiative and was, so to speak, in a negative, colorless emo- 
tional state unless he was especially stimulated in some way. Then he 
was apt to feel anxious and worried. As he put it, "I was careless like 
— indifferent — until my wife came — then I would worry about my 
family." (He recalled that he wept during his wife's visits.) As to 
his condition at other times he says, "There was really nothing on my 
mind.'* If he had to get up or was taken to the toilet he would also 
become anxious and feel vaguely fearful in reaction to this situation. 
We can report another interesting observation in this connection. It 
occurred in the case of a man who, while in a somnolent state in bed 
at home, was told that his child hafl been run over by an automo- 
bile. He immediately jumped up and ran to the hospital six blocks 
away where he then had to lie down again because of weakness and 
somnolence. 

It is our view that the most characteristic emotional state in the 
lethargic or. stuporous phase is the apathy which may be extreme. How- 
ever, just as a patient may be aroused from the sleep so may he be 
aroused, at least momentarily, by strong emotional stimuli to show an 
appropriate affective reaction. 

Late or Residual Emotional States. — Under this heading we shall 
discuss what appears to us to be a very significant finding, namely, the 
persistent emotional alterations which remain after the acute stages of 
encephalitis have passed, particularly after the delirium and stupor have 
disappeared — in some instances after convalescence or recovery has 
apparently been reached. 

In looking over our case histories, including the after-history of 
those discharged from the hospitals, we were surprised to find that only 
two patients out of eighteen could be considered to have returned to 
their previous normal condition, with one other case doubtful. The 
striking feature in all of the fifteen patients that did not recover was 
a change in the emotional reactions. 

Of the fourteen patients who have left the hospital, we find that 
only two can be said to have returned to their previous normal emo- 
tional level (Cases 9 and 15). If we leave out of consideration Case 
18, a schizophrenia, and Case 1, a doubtful recovery, we have ten cases 
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in which there are continuing signs of some definite alteration in char- 
acter or mood. 

In four of these ten, the emotional change is in the direction of a 
depressive affect, without any lethargic tendencies remaining; in four 
others the change is in the direction of an emotional elevation or irasci- 
bility; in one, there is abnormal stubborness; in another, there is an 
apathetic reaction, with some persistence of drowsiness. 

Moreover, in the four patients still in the hospital (Cases 11, 13, 
16 and 17, all of them in state hospitals) we find that the emotional 
disturbance stands out as a striking feature in the clinical picture, and 
in two cases, the affective reactions are peculiar and in a sense con- 
tradictory, llie latter two cases deserve special mention as they may 
be looked upon as severe psychotic cases and the unusual emotional 
reactions have been difficult to understand. 

In one case, nearly a year after the onset of encephalitis, the 
patient (Case 13) showed a markedly lazy, sleepy, disinterested state 
which was interrupted by transient singing and jig-dancing with the 
admission of feeling happy but without any evidence of special* elation 
in speech or face. The usual torpor and low mental tension were 
easily overcome by the stimulus of questions and examination and there 
was then no evidence of impairment of mental ability. 

The other patient (Case 17) a year and a quarter after the onset 
of the encephalitis, was in a depression with suicidal inclinations. The 
mood, however, was subject to peculiar quick changes which seemed 
almost contradictory — in the midst of evident anxiety and talk of being 
killed she could be easily induced to smile, at times even to laugh a little. 
This peculiar mood reaction suggested at least superficially a lack of 
correspondence between the affect and the ideas expressed. We do not 
believe, however, that we have here a dissociation of affect as occurs in 
dementia praecox. It is rather the quick change of mood, the lability 
that is misleading, for when the patient talks of being killed she appears 
actually afraid. The smiling seemed to be, to a considerable extent, 
beyond her control and was easily elicited by suggestion. She herself 
said, "I know it is foolish to smile.'* An underlying genuine affect was 
shown by her repeated attempts at suicide. There was only slight 
evidences of organic impairment of the faculties although the patient 
had a hemiplegia; there was a mild mental tension defect and some 
variability in memory and thinking capacity. 

All in all, our experience tends to indicate that persistent abnormal 
emotional reactions form one of the most striking features, or after- 
effects, of the disease. The question has arisen in many cases as to 
whether or not a permanent damage has occurred in the emotional 
sphere. Peculiar mood changes are seen in patients who may otherwise 
be regarded as recovered. 
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MOTOR PHENOMENA 



Many of the motor phenomena of encephahtis have an obvious 
psychiatric aspect and for that reason need to be considered here. We 
do not, of course, refer to the various paralyses, tremors, involuntary 
motions and tic-like reactions, although in the latter an important 
psychic factor cannot perhaps be excluded. The marked reduction in 
all voluntary motion, and also to some extfent in the reflex activities, 
gives rise to the picture of the so-called stupor of encephalitis. 

Stupor is in no sense a unitary syndrome and, as is well known, a 
great variety of mental and physical conditions may be involved in a 
stupor reaction, namely, intense apathy, retardation. Mocking, over- 
powering terror or fear, brain torpor, organic brain disease, etc. From 
what we have learned regarding the sleep disturbance and the affectivity 
during the lethargy of encephalitis, we believe that the psychic torpor, 
inertia and emotional apathy are the most important mental factors in 
producing the stupor, while the rigidity and certain other muscular 
symptoms, when they occur, are the expression of an organic upper 
motor neuron phenomenon of the sort seen in paralysis agitans. Typ- 
ical "cog-wheel" resistance is often present on passive motion. 

A great many writers have referred to the appearance of symptoms 
during the encephalitic stupor which they call "catatonia" or "cat- 
alepsy." These terms seem to have been used synonymously without 
regard for their usual psychiatric meaning. Many have applied these 
terms, without any further qualification, to describe a stuporous patient 
in whom it is possible to lift a limb which the patient maintains for a 
time in the given position. Few if any have mentioned the length of 
time they have' seen positions maintained. Such a symptom must be con- 
sidered in relation to its setting — the patient's clearness, mental grasp, 
emotional state, mental content, suggestibility, neurologic status, etc. 

The tendency to hold given positions seems to be most often asso- 
ciated with parkinsonian symptoms, especially rigidity. One patient 
(Case 5), when speaking retrospectively about holding positions, said 
he felt rigid, that he could bring his arm down but not easily, "it was 
too stiff." 

Tilney and Howe, who have given the most complete reports on the 
muscular phenomena, identify the flexible hypertonus of the muscles 
with the parkinsonian syndrome. 

Catatonia in psychiatric terminology usually carries with it the idea 
of negativism, although it is apparently used by some writers on 
encephalitis to indicate abnormal muscle tonus with a tendency to main- 
tain given positions. We have not observed any symptoms of nega- 
tivism in encephalitis cases, although it has been shown by Bonhoeffer^ 
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and by Kirby^* that negativistic phenomena and catatonic reactions 
occur frequently in toxic-infectious disorders and in emotional settings 
other than dementia praecox. The stupor of encephalitis as we have 
seen it has, however, none of the characteristics of a typical catatonic 
stupor such as occurs in dementia praecox. Springlike resistance, 
release of opposite impulses, fantastic postures, clenched fists, "schnauz- 
krampf" and cyanosis of extremities have not been encountered in 
encephalitic stupor. The rigidity of encephalitis does not suddenly dis- 
appear and no states of excitement or stereotypies, such as occur in 
the catatonic forms of dementia praecox, have been reported. Mutism, 
drooling of saliva, holding of urine, wetting and soiling the bed occur 
in the stupor of encephalitis and may be mistaken for negativistic reac- 
tions. To us, it has appeared more plausible to relate them to the great 
psychomotor inertia and emotional apathy, a view which is supported 
by the patients' explanations obtained after emergence from the period 
of inactivity or stupor. 

In retrospect, patients have told us that they did not care to speak 
because of the effort required and the "lack of voice,*' and often, in 
addition, because of a stiffness of the tongue, throat and facial muscles. 
In retention of urine, it is, of course, necessary to exclude an organic 
alteration based on a myelitic complication. 

The use of the term "catatonia" in describing the motor or muscular 
phenomena of encephalitis seems to us misleading. 

PSYCHOTIC TRENDS AND GENERAL MENTAL CONTENT 

Ideas of a specific type are, of course, not to he expected in 
encephalitis any more than in other organic-toxic-infectious mental dis- 
orders. . One has only to recall the multiplicity of delusional ideas 
encountered in syphilitic encephalitis (paresis) and various infectious 
and toxic psychoses. One pays most attention to the setting in which 
the ideas occur in these psychoses. We have already discussed the 
general characteristics of the trends and hallucinatory experiences of 
the delirium of encephalitis. Transient delusions or fixed ideas that 
appear independently of the delirium require some mention. Cases in 
which these occur are the ones in which the possibility of a relation to 
some other type of psychosis most frequently comes into consideration. 
In general we may say that definitely formulated and persistent trends 
are infrequent in the course of an encephalitis. 

Vague fears, anxious forebodings and worry about the outcome of 
the illness are fairly common in the early stage and often appear to 
express the reactive tendencies of the personality to sickness in general 
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(Cases 4, 5 and 7). On the other hand, the striking indifference or 
apathy about the situation sometimes encountered seems to be a part 
of the general lethargic tendency in its mildest or initial manifestation 
(see under emotional* reaction). 

Excitements with expression of various trends of ideas may pre- 
cede the delirium or lethargy, and these may sometimes have many of 
the characteristics of a manic state. Such reactions are well known in 
other toxic-infectious psychoses and especially in paresis. In Case 1, 
there was an acute onset with insomnia, busy activity, productivity of 
speech and expression of what seemed to be a grandiose trend, talk of 
inventions of perpetual motion, of a torpedo which could cross the 
ocean, etc. Later it was learned that the patient had long been inter- 
ested in inventions and perpetual motion. An interesting feature of 
this case was the fact that the excitement, which only lasted a few days, 
occurred mainly at night, and the patient later described a state of 
mental hyperactivity with his mind running continually on some detail 
of his work, as he expressed it, **What I was thinking about would stay 
in my brain all night long." Although there was said to be no clouding 
of the sensorium at this time, one might think the whole reaction some- 
what suggestive of a not fully developed nocturnal delirium with occu- 
pational activity. 

In Case 15, a circumscribed paranoid trend developed after the 
stupor, while the patient was in a state of dissatisfaction and worry 
over her physical condition and the treatment she was receiving. This 
reaction suggests a schizophrenic episode in a person whose make-up 
was distinctly of a dementia praecox type. 

In Case 18, a very peculiar fantastic trend of religious sexual con- 
tent followed a typical encephalitic attack (lethargy and delirium). In 
this case, which we regard as one of dementia praecox, we find distinct 
evidence of a change in character and a shifting of religious point of 
view prior to the encephalitis. It is our view that in this case an incip- 
ient schizophrenic reaction has been intensified coincidently with the 
brain disease to a point at which a fully developed psychosis may now be 
recognized. 

In Case 17, a severe and prolonged suicidal depression with para- 
noid ideas and hallucinations followed the acute phase of the disease. 
With clear orientation, she accused the physician of wishing to kill her, 
voices say she was a bad woman, that she "broke the Jewish temple." 
A very peculiar emotional reaction accompanied the depression. She 
•smiled in the midst of talking about being killed; the patient seemed 
unable to control this smiling, which could also be brought out on 
suggestion. She herself characterized it as "foolish." An underlying 
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strong effect is seen in her repeated suicidal attempts. This peculiar 
emotional reaction seemed to be quite different in nature from the dis- 
crepancy between mood and ideational content so often seen in dementia 
praecox. 

MENTAL GRASP, ORIENTATION AND MEMORY . 

We have spoken of the mental clouding during the delirium and 
have also touched upon questions of orientation and mental grasp during 
somnolent and stuporous states. Observers usually say that when 
patients can be aroused from sleep or even stupor, they are often 
remarkably clear as to their environment, etc. The degree of clearness 
can, however, vary a great deal even within a short space of time. We 
know that often a patient who appears clear during the day may be 
delirious at night; in fact, a patient in a lethargic or stuporous state 
may sink at any time to a lower level of consciousness, mutter and 
show delirious "dips," for a short or longer period. 

Even in patients who are apparently clear when awakened, able to 
appredate where they are and to recognize those about them we have 
found on closer examination there were evidences of interference with 
the mental processes and difficulty in grasping more complicated things, 
especially when sustained effort and thinking were required. Facts 
learned by rote and habitual memories may be at command, while men- 
tal operations of a more complex character are quite beyond the patient. 
This we interpret as a mental tension defect, such as occurs in acute 
organic reactions generally. 

We have given examples of the ease with which a stuporous patient 
may be stimulated and raised to a higher level of consciousness and 
emotional activity. In a typical toxic-organic delirium, as for example, 
delirium tremens, it is, of course, well known that the patient may 
usually be readily influenced by questions and appropriate stimuli and 
be lifted to a level where he is able to give quite accurate personal data 
and other information acquired prior to the onset of the delirium. 
One of our patients, after the stupor was over and general clearness 
as to environment existed, took hour^ to compose a note of a few lines 
to his wife and made many mistakes in spelling. (Later after full 
recovery he had no trouble in performing such a task.) 

We have found in our cases very little evidence that any severe or 
lasting impairment of orientation or memory follows the acute stages 
of the disease. If the brain should be permanently damaged by diffuse 
or coarse lesions, as is quite conceivable in encephalitis, one would 
expect some intellectual impairment, or dementia. We have, however, 
seen very few indications of a deterioration of this nature in any of 
our patients. We have examined carefully three patients, with severe 
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symptoms, who remained in state hospitals, for the purpose of deter- 
mining whether or not a definite intellectual impairment could be demon- 
strated (Cases 13, 16 and 17). 

In one of these (Case 16), there was evidence that a slight mental 
tension defect remained, but with attention and effort which was easily 
obtained, the patient showed no impairment in the fields of memory or 
retention. 

In Case 13, the mental tension defect was more marked, with some 
torpor and disinclination to make mental exertion. He sometimes 
made mistakes in time relations and in recalling incidental occurrences. 
However, under the stimulus of questions, he was able to register and 
retain impressions very satisfactorily and to give accurate information 
about the remote past — showing that his memory was good. 

In Case 17, there was more evidence of an impairment of the 
intellectual faculties, but it cannot be said to have been of severe grade. 
There was variability in the accuracy of her memory, and capacity for 
mental operations. On specific tests, with good attention, the patient 
could, however, do very well on the memory and retention tests although 
she complained of a certain feeling of difficulty in mental application. 

So far as our observations go, we have not found any marked 
defects in the intellectual faculties as a result of encephalitis. In only 
one patient (Case 17) did there seem to be some impairment, this 
being a patient who suffered a hemiplegic attack during the stupor and 
subsequently developed a prolonged depression. Whether or not these 
severe psychotic cases will show later on, more evidences of a permanent 
organic type of mental impairment is a question which we leave open. 

DIFFERENTIAL DIAGNOSIS 

In the differential diagnosis, one must take into consideration prin- 
cipally: (1) toxic states with mental symptoms, (2) infections with 
cerebral complications, and (3) various kinds of organic brain disease 
with mental disturbance, including disorders of the pituitary gland. 

A large array of toxic states and poisonings, lead, carbon monoxid, 
alcohol and some food poisonings, chiefly botulism, diabetic and uremic 
states of coma, may require consideration. Various febrile deliria and 
infectious psychoses may have to be excluded, especially acute cerebral 
syphilis and meningitis. Numerous organic brain diseases, traimia, 
tumor, etc., may figure in the diflferential diagnosis. 

The criteria by which these conditions may be separated from 
encephalitis are the history of the case, the physical signs and the labor- 
atory findings. The psychotic symptoms of encephalitis show nothing 
in themselves sufficiently characteristic to distinguish them from the 
mental reactions in other toxic-infectious-organic conditions. In them 
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all, the acute organic syndromes as outlined earlier in this paper may 
be present, in each, in various degrees of severity. A single exception 
to this statement is the reversal of the usual day and night sleep 
sequence. As far as we are aware this has not been noticed, or at least 
reported, in conditions other than epidemic encephalitis. 

It is, of course, well known that in infectious psychoses and in 
various toxic-organic mental' disorders delirium and restlessness are 
more apt to occur at night. 

SUMMARY 

The psychic disturbances of epidemic encephalitis present the gen- 
eral characteristics of an acute organic type of mental reaction, cor- 
responding more specifically to a toxic-infectious psychosis. 

In the acute stages of the disease, psychic torpor and delirium are 
the most frequently observed mental disturbances although other clinical 
pictures may be encountered, as the Korsakoff syndrome or more com- 
plex mental disorders in which various affective and trend reactions 
give a special cast to the psychotic disturbance. 

Two types of sleep disturbance occur, hypersomnia and hyposomnia. 
The four gradations of the former are drowsiness, lethargy, stupor and 
coma. Hyposomnia is not common, but is occasionally an onset 
symptom and sometimes occurs at other stages of the illness. A 
reversal of the usual day and night sleep cycle occurs, with the result 
that the patient is insomnic at night and somnolent during the day. 
It is impossible to draw fine distinctions between degrees of somnolence 
and states of lowered activity (stupor without sleep).* Theories 
regarding the causation of the disturbances of sleep are inconclusive. 

A great majority of patients with encephalitis show delirium at 
some stage. Transient delirious features during a stupor may be easily 
overlooked. In encephalitis, the content of the delirium tends to center 
about habitual trains of thought and occupational activities, but is some- 
times determined by somatic sensations. The content of the delirium 
is usually remembered, while amnesia of different degrees, sometimes 
"patchy," remains for external events. 

Before the onset of lethargy or delirium, mood changes are usually 
not marked, although certain patients in retrospect have described a 
worried, anxious mood at this time; and in contrast, one patient at the 
onset, whileinsomnic and overactive, expressed grandiose ideas but was 
not apparently elated. After the passing of the lethargic or delirious 
phase, euphoria frequently arises and with it sometimes uncontrollable 
laughter with appropriate mood. Features of a manic reaction are 
sometimes added to the euphoria and furnish a picture not distinguish- 
able from a manic-depressive excitement. 
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Depressive reactions in various grades of severity not accompanied 
by retardation, although in one case with repeated suicidal attempts, 
have been seen following the stuporous or delirious stage. 

In the lethargic and stuporous states, there is apathy and apparent 
inaffectivity. This is chiefly a disturbance of showing affect rather than 
an absence of affect. Emotional response of some kind can be obtained 
from almost every patient, provided the stimulus is adequate. Just as a 
patient may be aroused from the sleep, so may he usually be aroused 
by strong emotional stimuli to show an appropriate affective reaction. 
We have encountered peculiar, and in a sense contradictory, emotional 
reactions in patients who still have not recovered. Some of these mood 
reactions suggest, at least isuperficially, a lack of correspondence between 
the affect and ideas expressed. We have not found, however, dissocia- 
tion of aflFect, such as occurs in schizophrenia. It is rather the quick 
changes of mood that are apt to mislead; but with these changes, there 
seems to be always a corresponding change in ideational content. 

In all of the unrecovered cases, there were signs of some definite 
alterations in character or mood. This, in a large proportion of them, 
constitutes the only evidence of lack of recovery. These continu- 
ing alterations in character and mood consist of depressive affects, 
Emotional elevations, irritability, explosive reactions, stubborness, 
apathy, etc. 

The extremely wide range of emotional reactions encountered in 
epidemic encephalitis probably indicates both that the differences 
between individual cases are very great and that the mood varies 
markedly t^irough the diflFerent stages of the disease. Our findings are 
at least suggestive of a lasting damage in the emotional sphere in a con- 
siderable number of all cases. 

Psychic torpor and emotional apathy appear to be the most important 
mental factors in producing the stupor, while rigidity and certain other 
muscular symptoms, when present, seem rather to be the expression of 
a motor phenomenon of the sort seen in paralysis agitans. The ten- 
dency to maintain given positions (catalepsy) is most often, if not 
always, associated with parkinsonian symptoms. We have not observed 
any symptoms of negativism in encephalitis cases, although it is well 
known that negativistic phenomena do occur in toxic-infectious and 
benign emotional disorders, for example, in manic-depressive psychoses. 
In none of our cases have we seen a typical catatonic syndrome such as 
occurs in dementia praecox. The term "catatonia" used by various 
writers to describe the motor or muscular phenomena of encephalitis 
appears to us to be misleading. 

Ideas of a specific type are not found in encephalitis any more than 
in other organic- toxic-infectious mental disorders. The multiplicity of 
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mental symptoms is well known in organic-infectious disorders, for 
example, paresis, in which a great diversity of clinical pictures arise in 
association with brain changes of a very definite and specific nature. 
Definitely formulated and persistent trends are infrequent in epidemic 
encephalitis, although our series includes two fairly clear schizophrenic 
reactions, one of which had begun prior to the encephalitis and in the 
other a latent tendency was indicated in the personality make-up. 

In regard to. the outcome of mental symptoms of epidemic encephal- 
itis, we have found much evidence of persisting emotional alteration' 
with. little evidence of organic mental defects or dementia. 

CASE HISTORIES 

Case 1. — Indication of a psychopathic make-up, "a book worm" interested in 
perpetual motion schemes. Acute (mset, insomnia, headache, mental and physi^ 
cal overactivity; few days of excited talk of inventions and perpetual motion 
ideas (no delirium). Then short period of drowsiness, foUowed by feelings 
of physical insufficiency unthout emotional depression, oculomotor symptom at 
onset and some choreiform twitchings. Later peculiar feelings in left hand 
with some involuntary movements in arms and shoulders. Physical residuals* 
present after nine months, full mental recovery, somewhat' questionable. Com- 
plains of iveak voice and lacks complete insight 

History. — E. H., aged 27, machinist, single, was admitted to Brooklyn State 
Hospital, Feb. 29, 1920. His parents were both healthy; one brother stam- 
mered. The patient was born in Brooklyn. During infancy he had "marasmus." 
He was bright at school, finished the grammar grades at 14, was always 
studious and was called by the family "a book worm." He was such inter- 
ested in mechanical contrivances, electricity and inventions; he worked some 
on perpetual motion schemes; cared less for amusement than for his work. 
It is said, however, that he was not seclusive and that he had many friends. 
During the war, he served in the Navy and was assigned to duty on a destroyer. 
Later he was on a submarine. After his discharge from the Navy, he worked 
steadily at his trade, earning $35 a week. In August, 1919, he had influenza, 
was given considerable alcohol and is said to have been delirious one night. 
He recovered without sequelae. 

Present Illness. — The last week in February, 1920, he became restless and 
overactive; could not sleep, would stay up nearly all night going over his 
drawings and mechanical inventions. He continued to work at his trade until 
two days before admission to the hospital. He then talked excitedly all of 
one night about his inventions, torpedoes, steamships and perpetual motion. 
When put to bed he kicked about and could not sleep. When a physician was 
called, the patient said he had invented a torpedo which was to go from 
here to Europe, that he had a scheme by which steamships could cross the 
ocean by means of electricity generated by perpetual motion. During this 
time he was oriented and did not seem confused. 

He was then taken to the state hospital where he almost immediately became 
quieter and for four or five days was noticeably drowsy. He could, however, 
be easily aroused and was able to give satisfactory information about himself, 
showing considerable appreciation of the fact that he had been upset — "ner- 
vous breakdown" as he called it. 
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Examination. — On the day of admission, he showed some twitchings of the 
hands and irregular movements of the limbs and head. The temperature was 
992 F. There was some drooping of both eyelids. The pupils reacted well 
to light. He complained of double vision and blurring of eyesight. The knee 
jerks were active; the plantar reflexes were diminished. Lumbar puncture 
revealed no increase of cells and negative globulin. The Wassermann reaction 
on the spinal fluid and blood was negative. 

Clinical Course. — Five days after his admission, the drowsiness had dis- 
appeared, also the diplopia. He said that he felt well again ; spoke of having 
been dizzy, of being unable to read because the letters would get bigger and 
bigger and then blur. He gave a good account of the onset, with insomnia, 
restlessness and some headache covering the week before he left home.' He 
described his. overactivity at night thus: "After working all day I would start 
on my blue prints when I got home — I would go right through them until 1 or 
2 o'clock in the morning — then some little detail that I would think about 
would stay on my brain all night long." 

Apparently the sensorium was not at any time clouded, and no amnesia for 
any period of the attack could be established. He did not think that the 
ideas which he expressed about perpetual motion were unusual or peculiar. 

Fifteen days after admission (March 14) he was allowed to go home with 
his father. The diagnosis was lethargic encephalitis. He did not feel able 
to resume work at once. He complained of weakness, seemed a trifle dull 
and lacking in initiative. 

Subsequent Course. — April 10, 1920, he was examined. He had not regained 
his strength and energy. He appreciated this and remarked, "I feel lazy, tired 
and sleepy — I feel like dropping off sometimes." Also he mentioned that his 
voice was weak, "My speech just fades away — I just mutter my words." No 
emotional depression accompanied this subjective weakness. 

Nov. 17, 1920, he was again examined. He appeared bright and alert. 
Recently he had opened a shop of his own. He felt that he had entirely 
recovered his general strength, but still thought that his voice was not so 
strong as before his illness. He also complained of a disagreeable drawing 
sensation localized in the left hand and Angers, especially on the ulnar side 
of the hand and the outer three fingers. This feeling had developed recently. 
It was accompanied by occasional involuntary motion of the left arm and eleva- 
tion of the shoulder. Examination revealed no impairment of muscular power 
of the hands or fingers and no disturbance in tactile sensibility. 

When his psychosis was reviewed he was able to give a good account of 
what he passed through. He confirmed his previous statements that the onset 
was with insomnia and busy overactivity and fussing with his drawings and 
inventions. He asserted that he had not had any hallucinations during the 
attack. Even at the time of this examination he did not think the ideas 
expressed during the disturbed period were delusional. He believes perpetual 
motion is possible and has an idea that it may be feasible to construct an 
electrically driven ship with small turbines in each side which will transmit 
a current to a large turbine so that when the ship once gets to going it will 
be able to generate its own motive power indefinitely. 

He recalled the diplopia and drowsiness which he felt for a few days after 
his restlessness and insomnia subsided. 

Case 2. — Steady worker. Athletic interests. Cheerful. Oculolethargic 
type. Benedikt's syndrome. No psychotic symptoms besides moderate stupor 
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and early slight transitory delirious features. Short course. Some physical 
residuals. No mental residuals except possible alteration of character.' 

Family History. — S. M., aged 18, an auto mechanic, was admitted to Bellevuc 
Hospital, Feb. 7, 1920. His parents, two sisters and one brother are living. 
There was ho history of nervous and mental diseases. He was born in Poland, 
but came to the United States in early childhood. Here he attended public 
school, and made ordinary progress. At 15, he went to work. As a worker 
he was known to be very steady. He had been also an obedient son, good 
to his parents and free from bad habits. He had been much interested in ball 
playing and, more than the average for boys of his opportunity, interested in 
track athletics. In disposition, he was cheerful and not moody. 

Present Illness. — His illness began early in February, 1920, with dizziness 
and diplopia, the latter causing him to attend an eye clinic. He wore a patch 
over one eye for a few days and then because of sleepiness he had to go to 
bed. He slept more than was normal, feeling sleepy both night and day. At 
night, there were occasional brief periods when he was restless and probably 
somewhat delirious ; his family said that he talked "foolish," but were unable to 
recall what his talk was about. After a week or ten days at home he went to 
the hospital by street car. 

Clinical Course. — In the hospital he presented a typical lethargic state, a 
condition of semistupor from which he could be readily aroused. He was not 
negativistic. Neurologically, there had developed a Benedikt's syndrome, a 
complete ophthalmoplegia externa on the right and a partial left hemiplegia 
accompanied by hemiataxia on the same side. His temperature was normal and 
there was a negative serology. The lethargy was of short duration and dis- 
appeared after five or six days in the hospital. Though there is record of the 
**foolish talk" prior to admission, there were no delirious symptoms noted in 
the ward. His orientation was maintained. He was able to leave the hospital 
after six weeks. 

Subsequent Course. — ^When seen six months later, it was found that he had 
no true amnesia for any portion of his illness though he recalled that for a 
short period things seemed rather "foggy." There was during the illness no 
feeling of anxiety, no sense of impending danger or fears of death. There 
was not apparently a real distress over his disabling symptoms. 

He returned to work one month after leaving the hospital. He had been 
slightly inconvenienced by a variable unsteadiness of the left hand (which 
showed ataxia during the acute stage). He explained that the strength was 
there but sometimes he could not control it so well as previously. The dis- 
turbance was noticed at comparatively infrequent periods. 

Mentally, at this time, there appeared to be an almost complete return to 
normal. He was alert and quick, showed nothing unusual in speech or mood. 
There was no alteration in his interests or desires for activity, which, as before 
noticed, were always considerably along athletic lines. If judged alone from 
interviewing him, there would seem to be almost an unnatural confidence in 
view of his continuing partial disability. In contrast to this, however, his rela- 
tives said that he was different now and much less jolly and goodspirited 
than prior to the illness. To them he showed a considerable concern regarding 
his disability. 

Case 3. — Good make-up. Disease began with diplopia. Great drowsiness 
Partial confusion — regarding time; clear regarding people. Never hallucinatory. 
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Very good recovery after eight weeks. However, residual change in disposi- 
tion with great social actitnty and less ambition. Subjective impairment in 
powers of memory. 

Family History. — E. B., aged 23, bookkeeper, was admitted to Bellevue Hos- 
pital, March 15, 1920, with no history of nervous or mental diseases. 

Previous History. — The patient was a young, industrious, American office 
worker with good habits. Her education consisted of the common grades in 
parochial schools, followed by night high school for three years, during which 
time she learned stenography. Finishing at 16, she went to work immediately. 
For the last two years she had worked for a firm of brokers, and as an 
office worker had risen to a place of importance, being in charge of the firm's 
cash-book and check-book. 

Her make-up had in all respects been excellent. Though subject to certain 
depressed moods, these had never been severe nor followed by any swings 
toward elation. There had always been a strong interest in social -affairs, 
parties, dancing, etc., also a fair amount of outdoor life. She was a good 
skater, fond of the surf, though she never taught herself to swim. Her health 
was always excellent and she had been a self-reliant, energetic type of person. 

Present Illness. — Her illness began in February, 1920, with gastric symp- 
toms, followed by persistent dimness of vision, diplopia on reading and much 
drowsiness. She slept twelve hours each night and a large part of the day 
time. She knew people quite well but had marked tendency to lose track of 
the days of the week. Though there was increasing weakness, progressive loss 
of weight and the great sleepiness, her physician urged that she be compelled 
to be outdoors a great deal. Walking was forced on her. More than once, 
she almost collapsed, but for six weeks this policy was persisted in. Finally 
on the advice of others, she became a patient in the hospital. She went to the 
hospital alone, making the trip by street car. 

Examination. — For the first two days (only), there was a fever of 100 F. 
The leukocyte count was 7,600; polymorphonuclears, 68 per cent. 

Neurologically, there was nystagmus, with slow oscillations to the left, and 
rapid to the right. There was some impairment in upward movement of the 
eyes with a tendency to vertical nystagmus. The left pupil "was larger than the 
right; it was also more sluggish to light. There were no changes in the fundi. 
There was masklike facies. There was a suggestion of a thalamic facial on the 
left, also some drooping of the right angle of the mouth. There was a twitch- 
ing of the upper lip — particularly on the left side. There was slight stiffness 
of the elbow joints. No pathologic alteration of the reflexes of the pyramidal 
tract signs was noted. There was normal sensory status. 

Clinical Course. — There was nothing strange in her attitude or behavior in 
the ward, beyond a drowsiness which gradually went away after the first few 
weeks and a slight difficulty with facts of time. She was clear regarding people. 
During the nights she talked in her sleep, but when awake she expressed no 
strange or delusional ideas. 

By the middle of May, 1920, she had made virtually a complete recovery and 
was discharged. 

Subsequent Course. — In July, 1920, she returned to her usual office work and 
has been able to carry on duties presumably satisfactorily to her employers. 
But when interviewed in October, 1920, she complained that her "memory is 
very bad and not improving. I am more absent-minded than anything else." 
She explained the fact that she had done the same variety of work without 
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complaints from employers by saying, "Yes, but I make notes of everything and 
do not trust my memory." 

Tests revealed no demonstrable defects. Memory for the remote past was 
strikingly good when questioned on family and personal dates (poor when deal- 
ing with school knowledge).* 

She repeated seven digits with rapidity and persistent accuracy, and showed 
no attention defect. 

Regarding mood, one noticed a tendency toward elation. She remarked 
with considerable gusto, "I am more optimistic than I was before and I'm 
happier." That this mood was not obviously pathologic was shown by the fact 
that the sister had not noticed it. Yet when questioned, the sister admitted 
that the patient was going more to theaters and to dances than before her ill- 
ness, that she needed no urging to join any social occasion and that she was 
keeping poor hours. The patient then explained, "But, I feel so restless. I want 
to be on the go all the time." This restlessness showed itself also in an* 
increased attention to her clothes and to the dressing of her hair, etc. 

The mother' of the patient, who was also interviewed, believed that the 
patient since her illness had shown a poor memory. But such examples as she 
gave were better examples of a certain carelessness, hand in hand with her 
mood. The mother complained that the patient "hasn't the right ambition yet" 
— ^as she did have prior to her illness. 

The patient recounted all features of her illness, and- showed absolutely no 
amnesia. She was able to recall the dreams which caused her to talk in her 
sleep so persistently. "I imagined terrible things at night, but never expressed 
them — that accidents might happen to the family. I could see them happening." 

Case 4. — Meager education. Sociable disposition. Onset with nervousness 
and vague fears, then somnolence. Oculomotor symptoms, partial left hemi- 
plegia and pseudo parkinsonian syndrome. No delirium or delusions. Short 
course. Follovmg illness has shown a change in mood and lack of interests 
with seclusive tendencies. Slight physical residuals. 

Family History. — R. S., aged 42, Hebrew, shoemaker, admitted to Bellevue 
Hospital, Sept. 29, 1919. The family history was negative for nervous and 
mental disease. He was born in Russia. His schooling was scanty anrf included 
barely two years of study. Prior to coming to the United States (at the age 
of 27) he had spent six years in South Africa. His work there was divided 
between harness-making and cobbling. For a time, he owned a small shoe- 
store of his own. His habits were quiet. He disliked drinking, took small 
interest "in women" and married at 28. As a boy he is said to have had good 
health and to have been active. Yet he avoided rough games and found his 
chief pleasure in rather excessive reading. He could skate and swftn. Prior 
to his illness, he took a lively interest in socal affairs, often played card games, 
etc., with a neighborhood circle. He was always known to be jolly and not 
given to gloomy periods of any character. In later years, he lost interest in 
religious affairs though previously he was taught and was inclined to be 
orthodox. 

Present Illness. — His illness began one month before admission to the hos- 
pital with severe headache, "like neuralgia," and occasional vomiting. He was 
nervous and "felt afraid" in a vague way without clear-cut ideas regarding 
any cause for this. Although he was sleepy, he did not stay in bed. His 
vision was dimmed and off and on he saw double. He came to the hospital by 
automobile. 
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Examination. — On admission he -was more or less somnolent with slow 
reaction time, although able to answer questions rationally. He showed a 
bilateral ptosis with inability to converge or depress the eyeballs to a normal 
extent. There was a slight deviation of the tongue to the left, weakness of 
the left side of the face, with a bilateral masklike -expression and weakness of 
the left arm and leg. However, there were no pathologic reflexes. The sensory 
findings were normal, likewise the fundi. There was fever for only a few days, 
not rising above 101 F. The serologic examination showed 7 cells per cubic 
millimeter in the spinal fluid. 

Clinical Course. — There was no disorientation; also no hallucinations or 
delusional ideas. There was continued insight. During his stay in the hos- 
pital, coarse tremors developed in the arms and hand, and when he was allowed 
to be up, his posture and gait showed the characteristics of paralysis agitans. 
The course of his illness was brief, and after six weeks he was discharged 
as cured. 

Subsequent Course. — A year following his recovery, the patient was again 
seen. He was without physical residuals except for a certain slight rigidity 
of the upper extremities and a tendency for the hands to take the parkinsonian 
position. Mental examination revealed that he talked freely, had good retention 
and memory, entertained no abnormal ideas, in fact he made quite a natural 
impression.- However, he said that he was now considerably more quiet than 
before his illness. His sister and all of his friends mention this to him and 
continually urge him to liven up and take more interest in social affairs. This 
he thought he was doing. He did not feel depressed nor worried. He took his 
usual interest in daily papers. 

Although he got back to work one month after leaving the hospital, he 
found during the ensuing several months that he was unable to mix with people. 
He said, "During the winter I used to hide from people. I was always look- 
ing for a chance to be alone." Although shy regarding social affairs, he was 
not ambitionless nor indolent. There was no lessened ability to work parallel 
to the lessened ability and lessened desire to mix with people. Although he 
■could think of nothing definite to cause him concern and even denied feeling 
sad, when asked why he was more quiet than before he said, "My mind brings 
more worries than it did before." No better explanation of his loss of liveliness 
could be drawn from him. 

For the period of his illness there wjas no amnesia. The vague fears which 
he felt early in the attack did not relate to ideas of dying. Such a thought 
did not enter his mind. In fact, he was not at all distressed at being sick. 
Touching on his mental state during the course of his illness he said, "I was 
so lazy t|^t I didn't want to have nothing on my mind." 

Case 5. — Even-tempered. Optimistic. Regular habits. Efficient. Slow 
■onset oculo lethargic syndrome; later very severe pseudoparkinsonian syndrome. 
General rigidity. Kept given positions. Unresponsive. Stupor. Later euphoria 
with uncontrollable laughter. In retrospect, depressed mood during lethargic 
and stuporous stage. Though physical residuals (pseudoparkinsonian) are 
incapacitating for work, there are no demonstrable mentcU residuals except a 
possible abnormal stubbornness. " 

History. — H. S., aged 32, violinist, admitted to Bellevue Hospital, Oct. 15, 
1919, with a negative family history, was born in Russia, received only a poor 
schooling, in all about four classes, but learned to play the violin by which 
means he made his living. He came to the United States at the age of 23, and 
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over here made a fair living because he was leader of his own small group of 
musicians and had plenty of work to do, playing for dances, etc., on the lower 
East Side of New York where he lived. He was married and there were two 
healthy children. 

He had always been steady and regular in habits, never drank, used cigarets 
in moderate excess, and had never had any venereal disease. 

In make-up, he was even-tempered and good natured, good to his family, 
optimistic, never gloomy nor worried. He was not easily angered. He read the 
newspapers daily because he liked to keep informed. He inclined to attend 
the synagogue regularly, even sometimes twice a week. He was fond of social 
affairs, other than card games; always felt well and was not a complaining 
type. In 1918, he had influenza for ten days without any complications or 
residuals. 

Present Illness. — The patient's illness began in September, 1919, with severe 
headache, weakness and drowsiness. His head felt as if there were wheels in it. 
There was no diplopia at that time and no ocular symptoms later. For three 
weeks he was in bed at home. He knew his wife and others, was not confused 
regarding time and did not express any peculiar ideas. He was able to walk 
to and from the lavatory until the last few days prior to admission to the 
hospital. It had also by that time become difficult for him to take food and 
almost impossible for him to talk owing to the rigidity of the tongue, lips 
and face. Similar rigidity was general throughout the body musculature on 
admission. 

ExamituUion. — In the hospital, the fever of 101 F. remained for only one 
day. The leukocyte count was 12,200, 69 per cent, polymorphonuclears. The 
blood pressure was 120 ; the Widal test was negative. Neurologic examination 
revealed no defects in the extrinsic ocular movements. The pupils were nor- 
mal; the fundi negative; the facies masklike. There was an unwinking, rep- 
tilian stare. Marked muscular rigidity was noted in all extremities, and in the 
facial muscles, also ir the tongue. Lateral movements of the lower jaw were 
impossible. There was a tendency to maintain the arms in given positions. 
There was increase in the ligamentous tone; there was no stiffness of the neck. 
The Kernig sign was absent. Deep reflexes were obtainable when muscular 
relaxation was secured. Plantar reflexes were normal. No demonstrable sen- 
sory changes were noted. The blood Wassermann reaction was negative. The 
spinal fluid showed 20 cells, a negative Wassermann reaction and the colloidal 
gold curve was 1122100000. 

Clinical Course. — Four days later there was noted a midbrain tremor, affect- 
ing especially the left upper extremity, also a thalamic facial paralysis on 
the left. 

After thirteen days in the hospital, the parkinsonian tremor was present in 
all extremities and still more marked in the left upper extremity. During 
approximately the first ten days there was marked mental torpor and drowsi- 
ness. This diminished. The facial expression brightened, although the thalamic 
weakness persisted. At this time the mood changed and the patient became 
euphoric. With this, there was uncontrollable laughter. Other patients noticed 
him laughing impulsively for, as they said, "two hours at a time." He felt 
happy at this time and the laughing, although he could not stop it at will, was 
in accord with his feelings. Joking about it among the patients and things in 
general in the ward are believed to account for the length of time it fre- 
quently lasted. 
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During the period in the hospital when the patient was stuporous he did 
not seem to understand questions, but in retrospect he says that he understood 
everything and that he was unable to talk because of the rigidity of his tongue, 
lips and all his vocal apparatus. The patient was not delirious, did not react 
to delusions or hallucinations, and showed no negativism. 

When questioned during convalescence, the patient was able to give a good 
account of his trip to the hospital and later happenings. He said he "felt 
tired and sorry" and "worried about" his illness. 

Regarding the maintenance of an imparted position he remembered that 
physicians put his arm. in the air, and he kept it there because it was stiff. 
Although it was possible to bring it down, it was not. so easy to do so. He 
"was glad to bring it down but couldn't easily — it was too stiff." 

Subsequent Course. — When seen a year later (October, 1920) he showed a 
severe residual parkinsonian syndrome with the right hand and arm in the , 
position assumed in paralysis agitans, variable fine tremors, masklike facies 
and an annoying tendency to fall forward in walking.- These features had 
entirely precluded his return to violin playing and had kept him from work. 

Mentally at that time, his attitude was normal, except for a possible stub- 
bornness in refusing all work except violin playing. He had a good interest 
in affairs and quite excellent memory. He read newspapers each day and gave 
points concerning several matters quite accurately. He was abl^ to repeat 
six digits rapidly. His difficulty in performing small tasks in arithmetic was 
considered in keeping with his training. * He was not emotional when telling 
of his condition and was not unduly anxious. 

Case 6. — Good make-up unth slight indication of emotional instability. 
Lethargy, general rigidity and unilateral limb pains. Transitory slight con- 
fusion and delirium. Next followed prolonged immobile state, masklike face, 
mutism and gazing. No catalepsy or negativism^; tearful on stimulation. Vague 
fears and anxious ideas, few hallucinations. Recovery unth little amnesia. 
Possibly more indications of emotional instability than before illness. 

Family History. — T. R., aged 31, freight handler, admitted to Manha'.tan 
State Hospital, April 26, 1920, with a family history that was negative tor ' r 
vous and mental diseases, was born in Ireland. He was healthy as a child, 
received instruction in the common school as far as the fifth reader and was 
an average pupil. He did laboring work, was industrious and steady. He 
came to the United States seven years ago and has since worked as a freight 
and express handler. In disposition, he was said to be even-tempered, friendly 
and sociable. He was regarded as rather "tender hearted" and easily moved 
to show affection. He drank whisky moderately. He was married three years 
ago and had two children, living and well. 

In the spring of 1918, he had influenza, was in bed two weeks and recovered 
without sequelae. He never had any nervous or mental trouble prior to his 
present sickness. 

Present Illness. — Early in February, 1920, he was taken sick with fever, 
pains in the head, neck, right shoulder and arm. He felt drowsy and "dopey" 
and was in bed off and on until his wife gave birth to a baby, February 22. 
He then made a great effort to keep up and continue at work. About the mid- 
dle of March, however, he gave up and went to bed. He ihen felt -very 
sleepy and heavy, and continued to have pains in his right shoulder, arm and 
leg. He was weak and shaky. For two or three weeks, he lay in bed almost 
immobile; he rarely spoke and had a peculiar blank facial expression. Occa- 
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sionally, he would express some vague fears and anxious ideas. He said some- 
one w^s after him; he thought people in the hall talked about him but he 
could not understand what they said; he imagined he was to be taken away. 
A few days before he was sent to the hospital, he was more apprehensive and 
uneasy, talked of being killed by some one but did not specify by whom. He 
was taken to the psychopathic ward of Bellevue Hospital. He there appeared 
very weak, perspired profusely, and most of the time lay very quietly in bed 
in a rigid attitude gazing at the ceiling. He did not answer questions, although 
he appeared to make some effort at speech by mumbling, and he would under- 
stand and obey simple commands such as to show the tongue. There was some 
general stiffness when passive motion was attempted but no catalepsy. 

Examination. — April 26, 1920, the patient was transferred to the Manhattan 
State Hospital. He then had a fever of 102 F. which gradually declined to 
normal in five days. The pupils reacted to light and the eye movements were 
free. The knee jerks were equally increased. Spinal puncture gave positive 
globulin, no cells and a negative Wassermann reaction. 

Clinical Course. — For four months following his admission to the state hos- 
pital, the patient continued to exhibit a marked reduction in activity, but 
without muscular stiffness, resistance or catalepsy. He never drooled saliva, 
held his urine or showed other negativistic behavior. He rarely changed his 
posture in bed, requiring to be spoon-fed and for a time urinated and defecated 
without making any effort to go to the toilet or to let his wants be known. 
He did not appear to be drowsy during the day, as he kept his eyes open 
most of the time and usually gazed in one direction. The masklike facial 
expression was striking. When approached he would, however, give some 
attention, as shown by the eye movements, and on various occasions he dis- 
played considerable emotion even though he would not speak. For instance, 
during his wife's visits, tears would roll down his cheeks and often he would 
hold on to the physician's hand and act as if he wanted him to remain. Some- 
times he would mumble as if he were trying to say something. On one occa- 
sion during the early part of his hospital residence, he answered a few ques- 
tions after much urging. He seemed then to be rather perplexed and unclear 
as to the situation. He was not certain whether he was in a hospital or not, 
said it was 1916 or 1920, could not tell how he came to the hospital or how long 
he had been here. He spoke of hearing Jewish and Italian peo^e talking, also 
of hearing his wife's voice. Once in a confused way he spoke of his citizen- 
ship papers being on an empty chair by the bed. (He .had been naturalized 
just before his illness. After recovery he said he imagined if he were known 
to be a citizen he would be better treated.) 

During August, 1920, the patient began slowly and gradually to emerge from 
his inactive state. Nov. 20, 1920, he had apparently recovered and was ready 
to be discharged. 

Subsequent Course. — He was bright and alert and capable of doing consid- 
erable work without fatigue. He had excellent insight and repeated tests failed 
to show any impairment of his general memory, retention, attention or men- 
tal capacity. His interests were keen, he was anxious to return to his family 
and his emotional reactions were adequate and stable with perhaps one excep- 
tion: when talking of his wife and children, the separation from whom he 
felt very much, his eyes were apt to fill with tears. He said it was his nature 
to be affected easily and this was confirmed by his wife (see personal history). 
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On reviewing his illness with him it did not appear that there was any 
definite period of amnesia which could be defined. He recalled very well all 
of his movements and most of his symptoms. 

He mentioned among the early symptoms a heavy, sleepy feeling and pains 
and stiffness, especially on the right side of the head and body (shoulder, arm 
and leg). Later he felt vaguely afraid that something would happen to him, 
that he would be taken away, perhaps killed. Hallucinations were infrequent, 
occasionally he heard remarks which he thought referred to him. Once he 
imagined he heard his brother speak, saying, "Oh, Terry, I dread the operation 
table." On another occasion he thought he saw his wife outside walking across 
the lawn (illusion?). He recalled that he lay still and inactive, gazing and 
not responding to questions. His explanation for this conduct was that he 
felt extremely weak and did not care to move or exert himself. He also 
said that he was vaguely fearful of attendants and other patients, thought he 
was disliked and thought it was best to keep quiet. He thought he realized 
where he was fairly soon after he came to the hospital, but he could not 
keep track of time. He could not give any reason for his failure to speak 
except that he was timid and weak, as he put it, "so sick and deadlike that 
I didn't care for speaking." As to his mental content during the stupor (aside 
from the occasional fears), he said, "There was really nothing on my mind at 
that time." He seemed to have felt very dull and without initiative, he was in 
a negative, colorless, emotional state unless he was stimulated in some way. 
then he was apt to feel anxious or worried. As he put it, "I was careless-like 
(indifferent) until my wife or my friend came— then I would worry about my 
family." (He was often tearful during visits.) In a somewhat similar way, 
if he had to get up or was taken to the toilet, he would become anxious and 
feel vaguely fearful under this situation. As he improved he worried a great 
deal about his family and his circumstances. 

Case 7. — Good make-up. Efficient. Sociable. Moderately alcoholic. Ten- 
dency to worry. Myelo-encephalitis, cervical localisation with lower motor 
neuron signs. Also oculomotor symptoms and pseudo parkinsonian develop- 
ment. At onset, delirious episode. Lethargic course over eight weeks followed 
by depression, the latter persisting after five months in moderate nonincapaci- 
tating form with fluctuations in intensity. 

Family History. — ^J. B., aged 35, a structural iron-worker, was admitted to 
Bellevue Hospital, Feb. 23, 1920, with very little information. There was no 
known mental or nervous disease. The patient was born in Denmark and had had 
only a few years of schooling. Having been made an orphan, he went, to work 
at the age of 10 yeafs variously as a farmhand and woodsman. Later, after 
emigrating to the United States, he learned the structural iron-worker's trade 
and in this made a good living. 

Twenty years ago he had typhoid fever and subsequently gonorrhea. Syph- 
ilis was denied by name and symptom. He was married and there had been 
one healthy child. Though he drank considerably, he asserted that he could 
count on one hand the times he had been intoxicated. He was inclined to 
rather excessive venery, yet ceased all promiscuity on marriage. His physical 
strength was above the average and he described himself as "a hearty eater 
and a heavy worker." 

He always had the reputation of being a jolly fellow — one inclined to banter 
on festive occasions, but he was a hard and steady worker. As a child, he 
was taught religious ideas scrupulously (Lutheran), and though he never at 
any time acquired the habit of church attendance, he always retained a religious 
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feeling about things so that he still each night said the prayers which he 
learned in childhood. Though he denied that he was ever subject to depressed 
periods, he told how he was always more inclined to worry about things than 
his wife. For example, when he was in good health and had no reason to fear 
imemployment, he would always feel uneasy after finishing one job until he 
secured another. As regards principles and character, he was a man of more 
than ordinary steadiness and reliability, largely owing to happiness of his 
domestic life. He led a tranquil, contented existence in spite of his hazardous 
occupation. 

Present Illness. — Early in February, 1920, he began to complain of pains in 
his arms and shoulders, the pain being more severe on movement and pressure. 
After this had been present for about a week, he was compelled to quit work. 
At this time there was a beginning weakness of the arms. There was diplopia, 
then for a time some delusional ideas (see below). 

Examination. — On Feb. 23, 1920, he entered Bellevuc Hospital and showed 
the following neurologic status: The pupils were small and irregular, but 
reacted to light and were in accommodation. The fundi were normal. Diplopia 
had developed ten days before. Eye movement was well carried out; there 
were nystagmoid twitchings in the external lateral position. There was a sug- 
gestion of right facial weakness, tremor of the eyelids and tongue. The face 
was flushed and masklike. There was great weakness in both arms. The 
extensors were more affected than the flexors. There was weakness of the 
serratus magnus, greater on the right. The right scapula was winged. Tri- 
ceps reflex was not obtained; biceps reflex was exaggerated, the left more 
than the right. The supinator reflex was normal. There were fibrillary twitch- 
ings in the arms. The trunk .was free from signs. The abdominal and cre- 
masteric reflexes were slugfish. Knee reflexes were very active; ankle reflexes 
were present. There was plantar flexion on each side. In sensation tests he 
cooperated poorly. Nothing was made out except a possible hypesthesia to 
pain on the outer surface of arm. 

The white blood cells were 10,400, 60 per cent, polymorphonuclears. 

The spinal fluid showed 40 cells, lymphocytes, with a negative Wassermann 
reaction and a positive colloidal gold curve 0001210000. The incidence of the 
infection at the cervical enlargement was considered due possibly to his old 
infection (typhoid) in part, and in part to his occupation. Pseudoparkinsonian 
features were superimposed as well. 

His temperature in the hospital was scarcely above normal— only 100 F., 
for a few days. While in the acute stage, he showed a somewhat lethargic 
state. There was no delirium in the hospital nor delusional ideas. His somber 
quietness in behavior matched his expressionless face. 

Subsequent Course. — In retrospect we find that during his acute illness he 
was very anxious about himself and thought that he was going to die. His 
feeling was one of great depression and he was at no time euphoric. 

In September, 1920, and later, it was found that residuals of the pseudo- 
parkinsonian picture remained along with persistent great weakness and atrophy 
of the shoulder girdle. Because of the latter, chiefly, he had been unable to 
return to his well-paid work as a structural iron-worker. Instead, he was 
making a meager living, barely able to keep his wife and child in actual 
necessities, by working as a menial helper in a billiard room. In view of the 
great ill luck which this amounts to, he had made a fairly good adjustment. 
Though worried and gloomy he was not despondent or without hope. With 
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considerable good spirits he anticipated an ultimate complete recovery. When 
he was interviewed he said, "I haven't smiled for six months. Since I was 
it) the hospital I can't be jolly — it is something I'd like to be but I can't." 
Later, "A joke don't seem funny to me. I see the idea all right but it don't 
seem funny." This was, as far as observed, never accompanied by retarda- 
tion or feeling of hopelessness so characteristic of a manic-depressive depres- 
sion. This sort of depression is actual and pathologic even though warranted 
by the economic facts already mentioned. 

In this case at the onset, there were some peculiar ideas of a delirious 
nature for a few days. He imagined that he had three arms and that his 
arms were bleeding. One night, suddenly, he called to his wife, "Wipe the 
blood off my arm — that other arm" " (meaning a third one). (It seems likely 
that the cervical lesion and probable coincident cervical root involvement 
determined the character of this delirious experience.) In retrospect he had 
full insight into it. 

One could discover no impairment of retention or memory defect. He had 
a partial amnesia for the first three weeks of his illness. 

Case 8. — Make-up: quiet disposition and mild degree of intellectual sub- 
normality. Onset with diplopia and vision difficulty, then noctunuU restlessness, 
insomnia and mild occupational delirium; in day time drozvsy but mentally clear. 
Rapid improvement within few days, but after eight months showed persistence 
of tendency to somnolence. 

History. — T. D., aged 16, press-boy and truck driver, recently a sailor in 
the Merchant Marine, was admitted to the Brooklyn State Hospital. His 
father was a chronic alcoholic; his mother was also intemperate and drifted 
away from her family. He was born in Brooklyn, attended school irregularly 
and was for a time in a children's home. At the age of 15 he had only 
reached 7B grade in the grammar school, indicating that he was retarded. 
Backwardness at school was confirmed by the patient who said that he was 
very slow at learning. Later at work, he was, however, quite capable, earning 
as high as $30 or $40 a week as press -boy. 

In 1919, he made a trip to France as a sailor on a steamship, returning in 
November. Since then he had been working as truck driver. 

He was noticeably quiet in disposition, but exhibited no other peculiarities 
of temperament. He was strong and robust, never had any serious physical 
illness, and had had no previous nervous or mental trouble. 

Present Illness. — The onset was rapid, occurring the latter part of March, 
1920, three weeks before he was admitted to the state hospital. He first 
developed vague symptoms of malaise and sore throat. He complained of his 
eyes (diplopia) and was taken to an oculist. He then stayed home from work 
and began to act in a peculiar way. He sat in the house all of one day 
playing an harmonica and falling asleep every few minutes; every now and 
then he would drop his instrument as he dozed off. He kept this up so long 
that he rubbed the skin from his lips. After this for a week he was restless 
and talkative by night, but as a rule quiet and drowsy throughout the day. He 
had fever which reached 101 P. During the night, he would run about the 
house singing, whistling and talking. He spoke a great deal of his trip on 
the sea, wanted a girl, frequently washed his hands and brushed his teeth. 
The doors had to be locked in order to keep him in. An occupation delirium 
was quite clearly indicated. Once he got out on the roof, thought he was 
on a ship, tried to climb the chimney and said he was putting up a rigging. 
He imagined he had very large hands. Once he lit matches under the bed 
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looking for money which was not there. During the day he gave little trouble, 
would stay in bed or doze in a chair, and although somnolent he could be 
aroused, and he then appeared quite clear mentally. The patient after con- 
valescence said of this period, "I was out of my head at night but sensible 
in the day time." 

About a week after he became disturbed, he was taken to the Kings County 
Hospital, Psychopathic Ward, March 31, 1920. There he was in a variable 
state of clearness, at times spoke of being on a ship, again realized he was 
in a hospital and that something was wrong with him. \Vhen asked how he 
felt, he said, "I feel dazed in the eyes — I went .to a doctor and he put some- 
thing in my eyes — next morning I saw double and it's been that way ever since." 

Some of his replies indicated that he was either facetious or that he would 
fabricate on suggestion. When asked about going up on the roof he said, 
li'Yes, that's all a fairy tale — I went on the roof to put the screens over 
the glass — the doctor tells us to carry up the screens and we do it." When 
asked if he was on a boat last night he said, "Yes, we were out on a sub- 
marine chaser." 

Physical Examination. — This was made in the observation ward and revealed 
nothing of importance except slight external strabismus of the left eye. 

CHnical Course. — From the observation ward he was sent to the Brookl)m 
State Hospital, Feb. 11, 1920. By this time he was improving. The nocturnal 
restlessness and excitement had disappeared. During the day he was drowsy 
and inactive when left to himself. When talked to he was attentive and 
responsive. He was clearly oriented, his memory for remote events was good, 
personal data were given correctly, and he was able to recall a great deal 
of what had happened during the time that he was mentally disturbed. In 
fact, no distinct amnesic period was established. He said that he had felt 
dazed at home, imagined that he had been on a ship, that his money was under 
the bed, etc. He recalled no auditory hallucinations, although some visual 
hallucinations and illusions had occurred during the acute psychotic period. 

The physical examination was essentially negative. Strabismus and diplopia 
had disappeared. The deep and superficial reflexes were normal. 

His improvement continued and March 7, 1920, twenty-five days after 
admission, he was discharged much improved, there still being apparently 
some slight dulness and sluggishness. 

Subsequent Course. — When examined, Nov. 17, 1920, he had no physical 
residuals. The eye movements were normal. For a time after leaving the 
hospital, he worked as a grocery clerk, but he gave this up and at the time 
of examination he complained of a general weakness and said that he felt 
sleepy during the day. He was not working; showed no depression but was 
somewhat apathetic. He was mentally clear and able to give a good retro- 
spective account of his illness. He recalled very well inost of his behavior, 
even during the period when he appeared somewhat delirious. He had good 
insight; could not be said to have returne3 entirely to his previous condi- 
tion on account of the persisting feeling of weakness and greater desire for 
sleep than formerly. 

Dec. 8, 1920, he had returned to work and did it well although there was 
a tendency to fall asleep when he had an opportunity. He also complained 
of occasional blurring and dimness of vision. 

Case 9. — Good make-up, efficient at work. Sudden onset with dissiness, 
difficulty in vision and equilibrium, inability to gage distances. Could not sleep 
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and developed in a few days an excitement, heard God's voice and talked on 
religion. Then a violent delirious phase of short duration followed by a few 
days of drowsiness. Recovered in two weeks with amnesia for delirious phase. 
Continued well after eight months. 

History. — J. R., aged 24, colored, gas-meter indexcr, admitted to the Brook- 
lyn State Hospital, April 16, 1920, with unknown family history, since he was 
left an orphan when an infant, was born in New York. Early development 
was uneventful. He went through the grammar grades and had two years at 
high school. He was considered bright and intelligent. He had a lively dis- 
position and good habits, earned $20 a week at his work. There had been 
no previous nervous or mental trouble. 

Present Illness. — The onset was abrupt on April 4, 1920, when he complained 
of a peculiar dizzy feeling in the head and had immediately some difficulty in 
vision, stumbled and could not gage distances. He had much trouble in going 
up and down stairs. He felt as if objects about him were moving. He had to 
hold on to fhings for support and it was difficult for him to keep his balance. 
During the next few days, he complained of noises in his head and imagined 
he heard music, also he thought God spoke to him. He was restless, could 
not sleep, talked on religious subjects and said he was saved. He seemed to 
be confused and at times fearful; he thought something would fall on his 
head. He was not drowsy. He had some fever at this time. Finally he became 
so disturbed that on April 9, 1920, he was taken to the Kings County Psycho- 
pathic Ward. 

He was then excited, noisy and violent, talked in a confused manner, at 
times laughed, seemed absorbed with hallucinations and paid little attention 
to questions. He would make such remarks as "These are my things here — 
my engines and stuff and a lot of goods." This excitement was followed in 
a few days by a drowsy condition, and April 16, 1920, he was transferred to 
the state hospital. 

Examination. — He then showed a somnolent tendency but could be aroused 
easily to answer questions. He was approximately correct as to time and 
knew where he was, but could not tell how long he had been in the hospital 
(said three months when it was less than a day). He seemed to appreciate 
that he was sick and spoke of going out of his head. He said people tried 
to get blood out of his system and thought that upset him. He spoke of hear- 
ing God's voice. 

Physical examination showed: temperature, 100 F.; active. knee jerks; nor- 
mal eye movements ; pupils reacted promptly. Lumbar puncture revealed 7 
cells per cubic millimeter and positive globulin. Wassermann reaction was 
negative on spinal fluid and blood. 

Clinical Course. — He remained in a drowsy state for a few days then bright- 
ened up, became clearly oriented and had no further hallucinations. 

On April 24, it was noted that he appeared to have almost recovered. There 
was a tendency to sleep during the day and a feeling of lightness in the 
head. He was able to give a good account of his previous history and 
present illness. He recalled getting sick on Easter Sunday in church, of being 
dizzy and hardly able to keep his balance. He was amnesic for the few days 
spent in the observation ward and did not recall his transfer to the state 
hospital. He could give little information about his delirious ideas or hallu- 
cinations, but recalled that his mind ran on religion and that he imagined 
God spoke to him. 
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May 2, 1920, he left the hospital fully recovered with no physical or mental 
residuals. 

Subsequent Course. — Dec. 5, 1920, he was examined and found to be in 
good health both mentally and physically. He had resumed his work and 
was just as efficient as before his illness. There was no indication of any 
change of mood or disposition. 

Case 10. — Eleven year old boy of previous timid, effeminate make-up. 
Oculolethargic syndrome. Slight thalamic facial weakness. At the onset, 
insomnia, and, for three days only, confusion zinth fears and excessive anxiety. 
Drowsiness. Subsequent to recovery noticeable increase in pugnacity and 
aggressiveness. School work less satisfactory for several months, probably due 
to kick of application. Return of former interest. 

History. — T. M., aged 11, schoolboy, admitted to Bellevue Hospital, Feb. 
9, 1920, was one of three children. His parents were living. In the father 
and father's brothers there was a history of persistent excess in alcohol as 
long as it was available. The mother's family showed much superior stability. 

Previous History. — This was negative except for poliomyelitis at 25^ years 
with complete recovery. He also had enuresis, which was still present, although 
in recent years less severe than formerly. 

The mother complained that he never got along well with the boys, that 
he stayed to himself and never learned how to- take his share in their sports. 
He had never learned to fight and the mother believed that she was "to blame 
for making a coward of him" because she overimpressed on his mind the 
idea that it was Christian-like to suffer in silence. His habit was to spend 
every odd minute of the time reading. When school was out he would go 
back home and read and his mother often wished he would stay outdoors in 
the air, and exercise. He occasionally did play ball with the boys in the park. 

Present Illness. — In February, 1920, he developed diplopia and headache, 
became restless and had difficulty in sleeping. He began behaving strangely 
and became disoriented. He imagined that changes had been made in their 
house; he would wander about the house and appear surprised to find things 
as they were. His ideas soon related themselves to religious trends and he 
imagined that dire things were coming to the church. With his beads in his 
hands he would kneel before "stations," which were imaginary, and pray. To 
his mother he said, "They are going to chop down the church." At this stage 
he began having marked dipiming of vision. How complete that was was not 
stated but it appears to have controlled him when he said, "I can hear my 
mamma, but I can't see her." He found a fur coat hanging in a closet and 
said that it was his mother,* although he could not see her face. Other ideas 
related to his school affairs and he kept saying that the boys had stolen his 
books. The mother could not say how clear the patient kept regarding nine. 
dates, etc., during that time. 

The period of such symptoms was brief — only three days and nights. They 
were, in this instance, distinctly phenomena of onset. 

On February 9, he was brought to Bellevue Hospital. He went to sleep 
immediately on admission and was aroused with much difficulty. He ran an 
uneventful course, never appearing extremely ill, although he was kept in 
bed for four weeks. His symptoms were the oculolethargic combination with 
slight left ptosis, diplopia, no (demonstrable) ocular limitations, slight left 
facial weakness, more apparent on motion, and moderate tremors in the hands 
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— left more than the right. Although on admission his temperature was 
103-104 F., it became normal after two or three days. The laboratory findings 
included a spinal fluid cell count of 22 and a zero colloidal gold curve. For 
two weeks, the patient showed drowsiness in the hospital. There was diffi- 
culty in arousing him, but he always knew his mother when she visited him. 
He did no more talking regarding the ideas which have been mentioned and 
he at no time in the hospital displayed delirious symptoms. There was no 
so-called catatonia in the hospital. March 18, 1920, he was discharged from 
the hospital. 

Subsequent Course. — When interviewed in September (six months after dis- 
charge from hospital), it was found that the patient was different in the 
following particulars since the illness : The outstanding difference was regard- 
ing his timidity. Instead of avoiding scraps, in his mother's opinion, he was 
seeking them and was taking pleasure in this new aggressiveness. The latter 
also might be the source of a new sort of impertinence on his part. He was 
no longer docile, was "bold and sassy" to both his parents. He had grown 
argumentative and with this had developed an excessive curiosity regarding 
the neighbors and even a tendency to believe they were encroaching on the 
rights of his own family. When this was talked over it appeared to amount 
to nothing more than an overpugnacious reaction to small real conflicts of 
interest. On the other hand, the patient was slower about doing -things than 
previous to his illness, and according to the teacher did not learn in school 
so readily. This was thought to be due to lack of application. The patient 
himself said that he could do as well as before. During the summer he 
worked for a few weeks successfully in a grocery store. 

In talking to the patient himself at this time, it was impossible to discover 
anything abnormal as regards mood, interests, ideas, etc. 

Retrospectively, the patient could not recall the ideas which he had at the 
onset of his illness. He did recall the period of his stay in the hospital and 
his trip to the hospital in an automobile. He recalled his drowsiness. 

In December, 1920, the patient was seen again. He was doing better at 
school and had more interest. He was still pugnacious with his companions 
and more cantankerous at home than before his illness. He was more self- 
assertive. 

Case 11. — Bright and zvell behaved boy of 9. Sudden onset with headache, 
vomiting and diplopia, followed by an hallucinatory delirium. This was inter- 
rupted by a somnolent period of a week, then he became again actively deliri- 
ous for a few days. On clearing up he tvas weak and irritable for three months 
during which time it uus noted that he had strabismus of the right eye and 
invaluntary movements, and a parkinsonian gait. Then developed a marked 
hyperkinetic state with elation, distractibility, pugnacity and overproductivity 
of speech. Remarkably keen and alert. Orientation, memory and mental 
ability show no impairment. Excitement continues after lapse of a year. 

History. — A. G., aged 9, schoolboy, admitted to the Manhattan State Hos- 
pital, Sept. 24, 1920, with no history of nervous or mental disease for two 
generations, was born in New York City, the second of four children. He 
was healthy as a baby, walked and began to talk at 11 months. He had 
whooping cough at 3 years. He perhaps cried more than the other children, 
but as he developed he was regarded as a good boy, easily managed, not 
irritable or cranky. He was fond of play with other children, was well liked 
by everybody. 
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When 7 years old, he entered school. He liked to go, learned qiJickly and 
never missed a day. His teacher made no complaints about him. He was 
promoted each time the class advanced. 

He had had no previous sickness of a nervous or mental nature. 

Present Illness. — The sickness developed abruptly about Christmas, 1919, 
and was ushered in by fever, headache, vomiting, diplopia, and gn the second 
day delirium. There was "weakness in both legs"; when up, he staggered "like 
a drunken man.** The right eye was turned. He became quieter in a few days 
and for about a week slept day and night. After this he was again restless 
and "talked out of his head.*' He did not seem to recognize his people, at 
times he swore, again he prayed, at night he spoke of seeing devils and 
angels. He soon quieted down, but was very weak and irritable. He slowly 
gained strength and at the end of three months was able to be out of bed. 

He was then entirely different from his previous normal state. He exhibited 
an uncontrollable temper, was very actiye and quarrelsome. He was extremely 
restless, on the go continually during the day and slept little at night. He 
ran about the house and was constantly getting into mischief. If taken out 
for a walk he ran about the street, would jump on people, (strangers) and kiss 
them; he also kissed horses. 

May, 1920, he was taken to the Vanderbilt Clinic, where it was noted that 
he had involuntary movements of the head, shoulders and arms, left facial 
weakness, diplopia and external squint of the right eye. His gait was described 
as resembling that of paralysis agitans. A diagnosis of lethargic encephalitis 
was made. 

June 11, 1920, because of the great difficulty in managing him at home, he 
was taken to Bellevue Hospital, psychopathic ward. 

There it was noted that his general physical condition was good. The only 
positive neurologic sign was weakness of the external rectus of the right eye. 
There was no evidence of increased intracranial pressure. He was markedly 
overactive and talkative, distractible, unable to concentrate and fabricated freely 
He aped and teased other patients and annoyed the nurses. He was very keen 
and observant, nothing that happened on the ward escaped him. He picked 
up information and knowledge quickly. He showed no lack of memory. He 
had no fixed ideas and gave no evidence of hallucinations. Sept. 5, 1920, his 
mother took him home; his mental condition was unimproved. She was, 
however, unable to manage him. He was restless, irritable and destructive. 
Kept the other children awake and could not be trusted alone. Ten days 
later (Sept. 15, 1920) he was returned to the psychopathic ward. He was then 
even more disturbed and excited than formerly. At times, he fought and 
screamed, spat at nurses and other patients, used obscene and profane language. 
He showed erotic behavior toward female nurses. 

Sept. 24, 1920,' he was transferred to the Manhattan State Hospital, Psychi- 
atric Institute Service. 

Physical Examination. — ^There were no positive neurologic findings except 
slight outward and upward deviation of the right eye. The gait and motor 
functions were normal. There were no involuntary movements. Lumbar punc- 
ture revealed 3 cells per cubic millimeter, negative globulin and Wassermann 
reaction negative. 

Mental Status : There was marked hyperkinesis and diffusion of attention. 
He took an active interest in everything. He was quick in speech and motion, 
alert, distractible and mischievous; performed acrobatic stunts; delighted in 
teasing and annoying others, tried to take things from the pockets of older 
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patients, ff prevented struck and fought or ran away and hid. He used profane 
and obscene language, ate and slept well, was cleanly in habits, but careless 
about the condition of his clothing which was always dishevelled. 

His stream of mental activity showed overproductivity of speech and free 
elaboration, passing quickly from one topic to another. However, he answered 
questions quickly and to the point. When asked why he was in the hospital, 
he said, "I was sick and went to Bellevue — I am here because my mother 
couldn't take care of me." Why not? "I was raising the dickens." He then 
grabbed a stethoscope, put it to his ears and said "I am a doctor now." Took 
a cigaret from the examiner's pocket, stuck it in his mouth and said, "I am 
13, I can smoke." 

He said correctly that a social worker brought him to Ward's Island, that 
he came by trolley and boat. "Do you think I was swimming over — when I 
get out of here I am going to knock the sh — out of the social worker." 

Emotional reaction was characterized by a feeling of well-being and elation, 
with quick changes to irritability and pugnacity. When asked how he felt, he 
replied, "Fine — I am having a good time here." "Are you afraid of anything?" 
"Who would I be afraid of? Do you want to fight (playfully)? You are a 
friend of mine, shake hands, we'll be pais." 

There was no evidence of a delusional trend or hallucinations, no sus-* 
picions or fears. 

Orientation was perfect for time, place and person. 

Notwithstanding the overactivity and distractibility, it was possible to fix 
his attention with questions and secure cooperation with most of the tests. His 
memory was unimpaired except for the period of the acute illness (delirium) 
at home. His retention and immediate recall were excellent. He was able, 
for instance, to repeat correctly series of seven digits; he reproduced correctly 
nine out of ten word pair associations. Counting and calculation were in 
harmony with his education. 

Subsequent Course. — Dec. 1, 1920, nis condition was unchanged; the excite- 
ment continued. 

December 15, the patient, after complaining again of seeing double, had a 
generalized epileptiform convulsion. Subsequently his mental state was 
unchanged. 

Case 12. — Limited education and interests. Sociable, even-tempered. Good 
habits. Onset with eye symptoms, then lethargy. "CogwheeV rigidity in arms. 
Tremors. Pyramidal tract involvement (right). Acute delirious psychosis last- 
ing about two months. Delirious stage replaced by pathologic euphoria, asso- 
ciated unth uncontrollable laughing attacks. "Paretic" voice. Residual tremors. 
Since illness, normal mentally except for the fact that she is subject to .sudden 
umvarranted angry spells accompanied by screaming and crying and intensifi- 
cation of tremors. 

History. — E. P., aged 22, cigaret-maker, was admitted to Bellevue Hospital, 
March 11, 1920, with a negative family history. The parents and two siblings 
were living. She was a poorly educated factory girl. Even-tempered, sociable, 
with good habits and obedient to her parents. She had limited interests, was 
fond of moving pictures and of dancing. She was proud of the army experi- 
ences of her brother. She had had no previous serious illness. 

Present Illness. — The onset was marked by eye symptoms, including diplopia, 
and severe head pains. After several days, drowsiness ensued and subsequently 
delirium. She was brought to Bellevue Hospital and owing to the delirious 
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state was admitted to the psychopathic ward. There she showed great rest- 
lessness and required restraint. 

She was then transferred to the neurologic ward. 

Examination. — On admission there, she was stuporous. Movements of the 
eyes to the right were limited. There was double partial ptosis, slight right 
facial weakness; "cogwheel" rigidity in the arms, perceptible on passive move- 
ment, also coarse tremors in the arms, with twitching movements of the facial 
muscles on the left side chiefly. There was more or less constant movement 
of the arms and legs. However, at times there was a tendency for the arms 
to maintain the position given them for a number of seconds. There was no 
hemiplegia but pyramidal tract involvement on the right. This consisted of 
clonus and plantar extension. The knee and Achilles' reflexes were approxi- 
mately equal. There was a negative Hoffman sign. There was great respira- 
tory distress, and breathing was accompanied by short audible inspiratory 
sighs, at)out twenty-eight to thirty to the minute. 

The temperature in the hospital was 99-100 F., and at no time higher. The 
laboratory findings included a negatfve blood and negative spinal fluid Was- 
sermann reaction, 30 cells in the spinal fluid, with positive colloidal gold 
series 0001232100. The spinal fluid sugar was increased. 

Clinical Course, — The delirious stage lasted about eight weeks. She did not 
recognize persons and appeared confused. She could not cooperate, was rest- 
less and gave evidence of reacting to hallucinations. She endeavored to get 
from her bed and continually needed restraint. 

This delirious stage gave place to a gradual return of orientation and under- 
standing. She showed increasingly normal responses in all particulars. In 
respect to her mood, a real euphoria appeared. When spoken to on any con- 
ceivable subject her face broke into the broadest of smiles. Also when ques- 
tioned, she said she felt very gay and happy and felt like smiling and laugh- 
ing. On the other hand, she had frequent short fits of laughing which seemed 
to be allied to the uncontrollable laughing associated with lenticular disease. 
But also in these when questioned, she would say she felt happy. (There were 
no crying spells.) At this period the weakness of the right face was very 
distinctly greater during emotional expression. Because of its tremulousness 
and uncertainty her speaking suggested "the paretic voice." The actual dis- 
torting of speech seen in paresis was, of course, not present. 

She then made steady improvement and after twelve weeks in the hospital 
was discharged. On leaving the hospital she showed no symptoms except a 
great deal of wide-spread facial tremor virtually constant and a considerable 
degree of the speech tremor noted above. 

Subsequent Course. — ^When seen three months later, it was found she had 
been able to assume considerable housework and was returning to outside 
work similar to that done before her illness. She felt no incapacity for these 
undertakings. Her stream of thought showed no disturbances, her attitude was 
natural, and during the examination the mood was not unusual. It was found 
from her family, however, that there were alterations in mood. In contrast to 
a great evenness of temper prior to hv illness she was now displaying anger 
on slight provocation at rather frequent intervals. About once a week she 
lost her temper, cried and screamed, did not lose consciousness and did not 
fall. At these times, there was great increase in the facial tremors and marked 
coarse jerking tremors of the arms and hand, which the patient said she 
could not control. These attacks were brief, lasting from only five to ten 
minutes. The patient appeared ashamed of them. Her parents emphasized 



Digitized. by 



Google 



48 

that they began following her illness. As regards her interests, these were 
meager but not different from those prior to the sickness. In a general way, 
moving pictures consumed all of her leisure time. There was good memory 
and retention and no fogginess or difficulty in thinking. 

In retrospect, there was a long period of complete amnesia. She recalled 
coming to the hospital and the wheel chair. She had no remembrances of the 
first ward she was in nor of the early weeks in the second ward. She said 
she never felt unhappy during any of her illness. She felt no apprehension 
regarding death and was not anxious. In retrospect, she could not recall 
having had delusional ideas or hallucinations, although, as noted, the latter 
appeared to be present at the time. When questioned again regarding her 
laughing attacks, she said she felt like laughing and felt truly happy. Regard- 
ing the "spells" of a different sort which she now experienced, she said 
that they came because she could not control her temper as well as before. 
That she could not keep from screaming and crying and could not control the 
tremors of the arms and face. She evidenced no pride in these episodes, but 
instead seemed to have genuine regret cdncerning them. 

Case 13. — Make-up: sociable, cheerful, optimistic, moderately alcoholic. 
Onset during third week of symptoms of infection (thought to be influenza 
with possibly pneumonia or pleurisy). Extreme weakness, diplopia and mt^s- 
cular twitchings in arms and legs. At first, drowsy during the day with rest- 
lessness and occupation delirium at night. Later, even during the day lacked 
clearness of mental grasp, was irritable and profane, complained of electricity 
cind devil's powder burning him. After two months much clearer, then passed 
into a lazy, sleepy, disinterested state, with peculiar emotional reactions 
(drowsiness being interrupted by singing and fig dancing). Torpor and low 
mental tension; easily influenced when stimulated to effort by questions, then 
gave no evidence of impairment of m-ental ability. Unchanged after eleven 
months. 

History. — P. G., aged 39, longshoreman, was admitted to the Manhattan 
State Hospital, April 2, 1920. One sister in Ireland had a psychosis from which 
she recovered. The patient was born in Ireland, had had no serious illness in 
■childhood, was bright in school; but only went through the fifth reader. He 
came to the United States twenty years ago, and had since worked in lumber 
yards and on the docks. He was married seventeen years ago, his wife had 
had five children. 

About eleven years ago, he injured his back by a fall, but made a good 
recovery. He drank moderately during the week and was usually intoxicated 
Saturday night. In make-up he was cheerful and sociable, liked to sing, joke 
and tell comical stories. He was fond of jig dancing at home (see later under 
psychosis). He had had no previous attacks of nervous or mental disorder. 

Present Illness. — The patient was well until the first week in January, 1920, 
when he complained of pain in the left side and began to cough. He continued 
at work for a week and drank rather heavily to cure what was thought to be 
influenza. He then became very weak, complained of headaches and diplopia, 
felt sore all over, was feverish and had chilly sensations. He spent a week 
in a general hospital quarantined in the influenza-pneumonia ward. He then 
went back home where he was drowsy during the day but delirious and rest- 
less at night. He imagined he was back at his work on the docks, constantly 
tried to get out of bed, thought he saw his children in the room when they 
were not present. There were muscular twitchings in the arms and legs. 
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Examinaiion, — On Feb. 13, 1920, he was admitted to Bcllevue Hospital, 
medical ward. His temperature was 101 F.; the, pupils were unequal and 
reacted sluggishly to light, later they were noted as typically Argyll Robertson. 
Downward movements of the eyes were limited. The fundi were normal; the 
knee jerks, equal. Two lumbar punctures gave fluid contaminated with blood. 

Clinical Course. — At first, he appeared very dull and slow of comprehension, 
hesitating in speech. The stuporous tendency alternated with periods of rest- 
lessness when he was more alert, showed some distractibility and flightiness 
in his talk. Often he was irritable and profane. He threw off the bed covers 
and exposed himself and urinated from the bed on the floor. He said someone 
was burning him up. During this period he was evidently quite confused. 
Finally he became so disturbed and unmanageable that transfer to the psycho- 
pathic ward was necessary on March 16, 1920. There he became quieter, but 
was confused and imperfectly oriented and expressed various peculiar ideas 
as shown when he said, "They put red pepper in my bed, it burns me all over. 
1 sometimes feel electricity. They call it the devil's powder. It grows every- 
where — blows in the window." 

April 2, 1920, he was transferred to the Manhattan State Hospital with the 
diagnosis of lethargic encephalitis. 

He was then very weak, unsteady on his feet, had coarse tremors of the 
tongue and hands and exaggerated knee jerks. The pupils were unequal 
and reacted sluggishly to light. Lumbar puncture repeated showed 4 cells 
per cubic millimeter and positive globulin. The Wassermann reaction was 
negative in both the blood and spinal fluid. 

He was apathetic and inactive, had a blank facial expression, but answered 
questions quite readily, showing, however, considerable confusion. He thought 
it was April, 1921, the place a branch of Bellevue; he said he had been in the 
place four months (one day), that he had been in Bellevue one and one-half 
years altogether. Immediate retention was much impaired, he could not recall 
given names and numbers two minutes after hearing them. He was able, 
however, to give correctly considerable information about himself prior to his 
illness. 

He had some appreciation that he had been sick; he once spoke of having 
been "a little touched in the head." He still asserted that he had been annoyed 
by devils who put fire in his bed, and he had felt electricity going through 
his l)ody. 

He improved steadily, and within two months his orientation and memory 
were clear. He realized that his ideas about red pepper, the devil and elec- 
tricity were imaginations due to his illness. He continued to be rather slug- 
gish, lacked energy, was careless about his personal appearance and generally 
indifferent. He remembered being taken sick at home, but recalled practically 
nothing about his residence in Bellevue or his transfer to Ward's Island. On 
June 28, 1920, he was allowed to go home with his wife. 

Subsequent Course. — Aug. 12, 1920, he was returned to the hospital, his wife 
reporting that at home he had been very inactive and slept most of the time 
during the day, but at night he was restless, walking about, singing and talk- 
ing. When taken out for a walk, he would playfully grab at women who 
passed. He would take fruit from a stand and say, "I'll pay you next time." 

Nov. 16, 1920: After his return to the hospital he showed a peculiar lazy 
indifference and desire for sleep, interspefsed with little outbursts of apparent 
elation when he sang and danced. He lounged about, stretched, yawned fre- 
quently and slept a great deal during the day. Very often, however, he would 
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rouse up without any special stimulation, seem rather cheerful and sing and 
dance jigs for a short time. Then he lapsed again into an inactive, drowsy 
state. The nurse described his behavior by saying, "He is either asleep or 
dancing." He was good-natured and docile, cleanly in his habits and expressed 
no peculiar ideas. 

When questioned he was agreeable in manner, answered promptly but 
briefly, and had apparently no desire to go into any review of his case. The 
indifference in his general reaction was quite striking. He knew where he 
was, but was not clear as to time, thinking it was October, 1918, or 1919. 
He said he came here in February, 1917 (April, 1920) ; gave his home address 
correctly; seemed to answer at times in a haphazard way, for example, when 
asked if he had been sick, he answered in the negative. When asked why he 
was in a hospital, he said, "Oh, I was a little out of my head." When asked 
what the trouble was, he said, *T had pneumonia — it came from that." To 
the question as to how it affected him, he replied, "I was taken away uncon- 
scious from home — I remember nothing much about it." When asked about 
his present feelings and wishes, he said in a simple way, "I want to go home 
and get a decent bowl of tea." His wife stated that he was entirely indif- 
ferent about her circumstances. (She had to work and support the family.) 
He never asked her how she got along. 

Questions elicited no trend of delusions, and he denied hallucinations. He 
had no complaints to make. As to the annoyances of which he formerly com- 
plained (pepper and electricity), he said those ideas were all imagination, due. 
he thinks, to the pains and soreness which he felt in his body. 

Twice during the interview he got up and began to dance jigs, remarking, 
"Fll do a few steps of a hornpipe for you." When asked if he felt happy, 
he answered, "Sure." On another occasion when asked why he danced, he 
said it was to take the stiffness out of his limbs, and denied that he felt happy. 

A special examination was made of his memory, retention, capacity to 
think and perform mental operations. The following is a summary of the 
results : There is a mild mental tension defect as shown by the errors he 
makes, e. g., as to time and place of an interview, his failure to register 
ordinary happenings about him, etc. When stimulated, however, by questions, 
he cooperates and is able to give, for the time being, good attention. His 
memory except for the period of the delirium is unimpaired. His immediate 
retention is good ; he is able to repeat without error a series of nine digits, 
reproducing nine out of ten word-pair associations correctly, and in general 
retains what he makes an effort to. He does simple calculations promptly, 
more difficult ones he does slowly with ability to correct mistakes made. 
Orientation shows difficulty in keeping track of time, due probably to indiffer- 
ence in keeping informed and to lack of effort. He acknowledges no feeling 
of mental insufficiency. 

As to his emotional state, he admitted a general lack of interest and loss 
of ambition. There was no essential depression. He claimed, when ques- 
tioned about his feelings, that his only worry was about getting home. He 
did not insist on his discharge and was easily put off. 

It was concluded that the patient showed essentially an indifference and 
mental torpor, a disinclination for mental effort, but no actual loss of capacity. 
The usual low mental tension and inertia could be fairly readily overcome 
when he was stimulated and brought* to a higher level by questions. 

Case 14. — Alert, intelligent type. Even disposition. Sociable, Extremely 
acute onset with head pain, then immediately a right-sided convulsion followed 
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by coma lasting several days. Organic signs, facial xveakness and changes in 
spinal fluid. No meningeal signs. Normal blood chemistry. Negative syphilitic 
tests. Coma succeeded by period of disorientation and confusion with dream- 
like ideas and hcUlucinations. Recovery in two weeks. Subsequent alteration 
in disposition. More restless. Requires more excitement. 

History. — H. F., aged 21, Jewess, American born, married, housewife, 
admitted to New York Hospital, July 27, 1920, was one of four children. Her 
parents were living. The paternal grandmother was insane for a time before 
her death at 63, otherwise there was no history of nervous or mental disease 
in the family. She made a good record in common school and later in eve- 
ning high school. Beginning at the age of 15 and continuing until marriage 
at 19, she worked as a bookkeeper in one place — a large, well-known depart- 
ment store. She worked with normal industry and is said to have shown 
more than ordinary quickness in some of the work (using an adding machine). 
There was a history of scarlet fever and 'measles in childhood. Otherwise 
she was never sick. Her menses had always been normal. There was no 
history of chorea. She was not subject to crying spells in childhood, or later, 
or to tantrums. She was cheerful in disposition and was always the same; 
she was very fond of people and of social affairs. She was not religious but 
attended church on holidays. Following the birth of a child in March, 1920, 
she developed an abscefes of the breast. This caused her to become weak and 
nervous, and the latter showed itself chiefly when the physician, following 
the incision of the abscess in June, had to dress the wound daily. She would 
stand these ordeals very badly and would become highly upset. However, she 
convalesced after the abscess and on July 5 went to the country. Although 
she continued to be "nervous" there, in two weeks' time she gained 10 pounds 
in weight. 

Present Illness. — ^We know that on July 26 she suddenly turned to her , 
mother and said, "Fve got such an awful pain in my head." Then she began 
crying hysterically, looked very peculiar, became unconscious and showed 
right-sided convulsive phenomena. That episode appears to mark the onset 
of the encephalitis. Five days previously, ^hile walking with her husband, 
"her knees gave out" and she sank to the ground. This was transitory, and 
she immediately got to her feet and walked to an automobile. It is prob- 
lematic whether that earlier incident should be counted as a part of the encepha- 
litis. Following it during the five days' interval, she had absolutely no symp- 
toms which would definitely link it with the later obvious symptoms. 

At the time that she suddenly became unconscious, her right arm was drawn 
up and the hand strongly flexed, and her head was turned strongly to the right. 
These movements (apparently tonic from the account) only lasted a minute or 
so. The unconsciousness continued, however, and it was several days before 
the patient could be aroused. 

In view of the later course (delirium), it is to be pointed out that the 
patient had not been taking any drug for sleep, that after the acute onset 
she was given a single hypodermic injection of morphin, and that she was 
received as a patient in New York Hospital in less than twenty-four hours 
after the onset and received no drugs there. 

Physical Examination. — For two days in the hospital there was a fever of 
105 F., then it was lower and reached normal- after twelve days. The leuko- 
cytes were 35,000, with 83 per cent, polymorphonuclears. The chest and lungs 
were negative; the urine was free from pus or other pathologic findings and 
the blood pressure was 110. The chemistry of the blood was found to be 
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normal. The Wassermann reaction, in final test, was considered negative, 
although a weakly positive result with cholesterin antigen was first obtained. 
The spinal fluid on first examination showed 3 cells ; later there were 20 cells. 
In each specimen, there was increased globulin and a positive colloidal gold 
curve (2233111000-1122211000) and in the second an increased sugar content 
(0.082 per cent.). 

Neufologically, only sluggish pupils and a very slight left facial weakness 
(noticeable chiefly on emotion) were noted. There were no meningeal phe- 
nomena, no convulsions after the first, no change in the fundi, and no hemi- 
anopsia or pyramidal tract signs. 

The patient gave variable attention. She turned a wide-eyed, childlike gaze 
on the examiner and displayed perplexity without fear or anxiety. There was 
much restlessness. She needed close watching and restraint. Both restless- 
ness and her poor cooperation appeared due to her mood, which was one of 
bewilderment linked with something suggesting mild euphoria. She was dis- 
oriented in all the spheres. Her speech was quite limited in amount, somewhat 
but not markedly irrelevant, and not incoherent. Some days after her first 
visit, she failed to recognize the examiner. Hallucinations, probably illusory, 
were present. She thought the nurses said "Ferndale" (where she had been) 
over the telephone. Delirious ideas were not expressed to the examiner, but 
they were present, as the following shows: From her husband we find that 
she confused him with her brother and when they both came to see her, said 
she was married to the brother. Another time she said, "I am married twice, 
I can't think of the other man but I have two children — ain't I crazy?" On 
one occasion she wanted to be allowed to have two eggs in the bed with her. 
Then (although this request had not been granted), she threw all the bed- 
clothes off and called to a nearby patient to notice that the eggs were not 
touching her — she also said that there was nobody in bed with her. 

From talks with her, following recovery, one finds that she imagined there 
was a small fat man under her pillow. (No idea regarding his being Lilli- 
putian. Although he kept under her pillow he was a real-sized man.) Also 
she mistook the electric light bulbs for men. She would watch them "take 
off their heads, then their arms, and then they would disappear down the pipes" 
(chandelier). 

A neurologic symptom, not conspicuous at the time because of her mental 
state, but which she described afterward, was a sight disturbance, a certain 
blurring of vision. Her eyesight seemed unnatural for a while, but there was 
no diplopia at any time. Her acute mental symptoms lasted about one week 
and she was able to leave the hospital after fourteen days. 

Subsequent Course. — When interviewed twelve weeks after her hospital stay, 
it was found that her family considered her more restless than before her ill- 
ness and less settled. She herself said she could not stand staying home and 
that she wanted excitement. She went to some theater almost every day. 
Otherwise, there seemed to be no change in her. She was not neglectful of her 
child in spite of her desire to be out. She had her usual grasp on affairs and 
was, for her training, properly interested in events and in her friends. The 
memory was good and retention was excellent. She attributed a difficulty in 
sleeping to the fact that at night she frequently needed to look after her 
young child. 

Case 15. — Emotional instability indicuied in make-up. Onset five weeks 
after influenza with meningeal symptoms. Pain in head and neck, vomiting 
and diplopia. High fever and somnolent state for a few days, followed by 
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hallucinatofy delirium. As sensorium cleared, she was for a short time in a 
depressive apprehensive state, feared she was to be tortured and killed, that 
an abortion was to be performed, etc. Rapid recovery in three months with 
amnesia period, but recollection of much of the mental content during the 
delirium. Remains well one and one-half years after discharge. 

History. — E. G., aged 26, married, wife of bookkeeper, was admitted to Man- 
hattan State Hospital, May 3, 1919, with a family history that was negative for 
nervous or mental diseases. The patient was born in New York City and 
graduated from grammar school at the age of 14. She was ambitious and 
intelligent; lively and happy in disposition, at times perhaps "too happy." She 
made good wages in clerical positions. She was married in January, 1918, and 
three months later her husband and also her brother joined the army. As 
a result of this separation, she felt quite downhearted and blue. She soon 
appeared cheerful and happy again, in fact, became rather elated, but told 
her friends that she did not know why she should seem so happy when in 
reality she was sad about the absence of her husband. (The statements 
regarding her make-up and the reaction to separation from her husband sug- 
gests quite strongly a cyclothymic constitution.) 

Present Illness. — ^Jan. 25, 1919, she became ill with influenza and was treated 
for five weeks in Bellevue Hospital. She left the hospital apparently recovered 
except for general weakness and some trouble with her bladder, frequent and 
painful micturition, which had followed the influenza. Four days after return- 
ing home, she was again taken acutely sick with pain in the occiput, stiffness 
of the neck, shooting pains in the back and vomiting. Three days later, she 
was taken to the New York Hospital (March 8, 1919). 

She was then dull and somnolent but could be aroused. Her temperature, 
was 104 F. Lumbar puncture revealed clear fluid, 30 cells per cubic millimeter, 
negative Wassermann reaction, slight reduction of Fehling's solution. There 
were exaggerated deep reflexes, and a bilateral Kernig sign. She complained 
of pain in the head and neck and double vision. The urine was negative, 
but a week later pus cells were found in a catheterized specimen. The fever 
subsided and the temperature was normal the fifth day after admission. Coin- 
cident with this, the somnolent tendency was succeeded by a restless, noisy, 
talkative state, with evidences of a clouded sensorium. She misinterpreted her 
surroundings, talked disconnectedly, "used meaningless words," mumbled and 
"gave pseudo reminiscences." She bc.:ame more disturbed and difficult to 
manage and mad« attempts to get out of her window. Her case was reported 
to the" board of health as a case of lethargic encephalitis, complicated with 
psychosis. April 2, 1919, she was transferred to Bellevue Hospital, psycho- 
pathic ward. 

The patient was in the Psychopathic Ward from April 2 to May 3, 1919. 
There she was described as being in a depressive, apprehensive state, hallu- 
cinatory, restless and disoriented. Profuse crying is said to have been a promi- 
nent symptom. Her utterances which show her confused state of . mind and 
reaction to hallucinations are illustrated by this: "I see them passing by — 
there she is now — I see her doing something with a whip — she was twirling 
it at me — they want to whip me — listen to the marble falling down — I don't 
know why the people dislike me — Now what is that, who hit me on the side 
of the head — God tried to get rid of me." She expressed the idea that a criminal 
abortion was to be performed on her. 

From Bellevue she was sent on May 3, 1919, to the Manhattan State Hos- 
pital. She was then in an excited, hallucinatory state. She asserted that she 
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saw axes, knives and flames and thought she was to be destroyed. She called 
out, "Fire — fire," and frightened other patients. She heard voices say she was 
to be tortured and killed. She denounced and cursed h^r husband when he 
visited her. The following day she was much quieter. She mistook the phy- 
sician for a former acquaintance. She knew she was on Ward's Island, realized 
she had been sick and asked about going home. 

Physical Examination. — At this time she had active knee jerks. Other 
wise the examination was negative for neurologic signs. There was some 
pulmonary congestion of both lower lobes. She was poorly nourished. The 
temperature for two weeks ranged from 99 to 100 F., twice going to 101. 

Clinical Course. — From this time on, the mental condition rapidly improved. 
The fears and hallucinations disappeared, she became clearly oriented and 
generally cheerful in mood, with, however, some tendency to fret over being in 
a hospital for mental diseases, and also to cry if her husband missed coming to 
visit her. 

By May 19, 1919, she was still very weak physically, but was regarded as 
having practically returned to a normal mental condition except for some 
emotional instability shown by weeping easily when talking of her illness and 
the mental distress which she went through. She seemed quite anxious to 
forget the thought that she had been mentally deranged, and hoped that she 
would transmit no taint to her offspring if she should have any. A review 
of her early life, personal data, school knowledge and general memory gave 
no evidence of any mental impairment. Her retention was excellent, think- 
ing capacity good and insight satisfactory. 

Subsequent Course. — The retrospective account of her illness showed that 
she was able to recall her symptoms very well until shortly after the lumbar 
puncture at the New York Hospital. About that time, she became confused 
and recalled little of what happened about her. She remembered, however, a. 
good deal of the mental trend, including the delirious ideas and hallucina- 
tions present during the period of confusion. She thought many people were 
dying, it seemed that every patient put in a bed next to her died. She thought 
some of those who died were relatives. At times she imagined she was at 
the war front and saw soldiers going over the top. (Prior to her illness she 
had worried much about her brother and husband, both of whom were in the. 
army.) She recalled the abortion fancy and connected it with the bladder 
trouble which followed the influenza and the suggestion that she might require 
a surgical operation. Her fear of fire was explained as being due to a dread 
of fire since childhood, when her mother was burned to death. 

She remembered nothing of the transfer to Bellevue or her residence there. 
She recalled, however, coming to Ward's Island on a boat, but she thought 
she was on her way to Europe. After this she gradually became clear as to 
her whereabouts. 

June 5, 1919, she left the hospital recovered from the psychosis. She spent 
some weeks in the country, where she rapidly gained in weight and physical 
strength. She then returned to her home. July, 1920, she gave birth to a 
healthy child. 

Nov. 17, 1920, she was reported as well both mentally and physically. 

Case 16. — Quiet, sensitive and rather seclusive make-up. Oculolethargic 
onset with two months of mid stupor and confusion. This was followed by 
general weakness, leg pains and disagreeable twitching of tongue. Prolonged 
depressive, complaining emotion<il reaction and dissatisfaction with hospital 
treatment. Then in a boarding house developed a paranoid trend tvith sus- 
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picions, delusion of poisoning and auditory hallucinations, called bad names, etc. 
On reentering hospital no further elaboration of paranoid ideas, but has gained 
no insight. Physical complaints and mild depression continue after lapse of 
two years. 

History. — L. M., aged 42, single, seamstress, was admitted to the Brooklyn 
State Hospital, Feb. 17, 1920, with a family history that was negative for ner- 
vous or mental disease. She was a native of New York. She was delicate 
as a child and obtained a common school education. In disposition, she had 
always been quiet, sensitive and worrisome. She had lived a rather secluded 
life, making her home until recently with a maiden sister, both working as 
dressmakers. Seven years ago, she was successfully operated on for cancer 
of the right breast. There had been no previous attacks of nervous or men- 
tal trouble. 

Present Illness. — About Jan. 1, 1919, she developed weakness and nausea, 
symptoms that were thought to indicate influenza. Within a few days, she 
became stuporous and slept most of the time for two months. She could be 
easily roused but would quickly fall asleep again. It is doubtful whether she 
showed any delirium, although she sometimes muttered in her lethargic state. 
She expressed no delusions. Her eyes felt as if they were stiff and not 
easily moved, and she had some difficulty in vision at this time. 

Feb. 25, 1919, she was admitted to the Neurological Institute in a stupor- 
ous condition. She then had irregular, sluggish pupils and exaggerated knee 
jerks. Lumbar puncture revealed 6 cells per cubic millimeter. The Wassermann 
reaction was negative. She gradually recovered from the stupor and was dis- 
charged at the end of one month with the diagnosis of "encephalitis lethargica." 
Subsequently, she complained of general weakness, severe pains in the legs, 
and a peculiar disagreeable twitching of the tongue. Because of these symp- 
toms, she was treated in several different hospitals. During this period, she 
seemed to have been quite despondent, cried a good deal, complained con- 
stantly of leg pains, and probably did not adapt herself well to hospital routine 
or cooperate in the treatment proposed. 

While in St. Peter's Hospital, Brooklyn, during the fall of 1919, she became 
suspicious that the medicine was harmful and thought people were talking 
about her. She complained of pains and aches and wept almost continually. 
Because of her peculiar behavior, she was sent to the Kings County Psycho- 
pathic Ward, Nov. 29, 1919. She was then depressed, moaned and cried, 
spoke of the pains in her legs, a bitter taste in the mouth and a "quivering" 
of the tongue. She denied any paranoid trend. After two days her sister took 
her out and placed her in a boarding house. 

She then developed a definite paranoid trend against the landlady who took 
care of her. She asserted that the medicine was poison, that "dope** was put 
in the food. She said the landlady was trying to prevent her from leaving 
to go to a hospital for treatment, that she wanted to keep her because she 
needed the board money. She said she overheard remarks made by the land- 
lady and her son; they called her bad names and made slurring remarks, for 
example, "She is no good; she is a bum, a hypocrite. Her people do not care 
for her." She also heard something mentioned about the "sin of impurity." 

Because of her trend against the landlady, her sister had to take her back 
to the Kings County Psychopathic Ward in February, 1920, and she was then 
committed to the Brooklyn State Hospital. 
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Physical Examination. — At this time she showed left external strabismus, 
moderate ptosis of the left lid, with a history of diplopia; weakness of the 
left side of face; right pupil larger than left, both limited and sluggish in 
reaction to light. There were coarse tremors of the tongue; the knee jerks 
were increased. Lumbar puncture revealed 4 cells per cubic millimeter, the 
Wassermann reaction was negative for both fluid and blood. 

The mental status showed that the patient was composed and tractable. She 
was worried about her present situation, a little suspicious about the writing 
up of her history and. ready to combat any suggestion that she was insane. 
She was clearly oriented and gave correctly her personal data. Her memory 
was unimpaired, except for the period of the stupor; retention was good. 
Simple calculations were performed promptly and accurately. She told of 
having influenza and sleeping two months, she said she remembered little of 
what happened during that time. She had subsequently suffered much from 
pain in the legs and from general weakness. At 'some of the hospitals, they 
did not seem to want her. The main trouble was with the landlady where she 
last boarded. She put something in her food, it made her vomit up bitter stuff. 
She also called her bad names. 

Clinical Course. — Following her admission to the state hospital, the paranoid 
trend was not further elaborated. She continued to complain of her leg 
pains, could not be interested in any occupation, spent most of her time on the 
settees or the bed, and showed no somnolence. 

Nov. 17, 1920, the patient was still in the hospital. She remained in bed 
because of her leg pains. She was accessible and able to give a good account 
of her illness and previous history. Oriefttation was correct, memory showed 
no impairment and retention was good. She was alert, attentive and responded 
promptly. Apperception and mental elaboration were not apparently inter- 
fered with. The emotional tone was one of mild depression and worry over 
her condition. This should perhaps not be considered pathologic, as she was 
bedridden and suffered much, so she claimed, with pains in the legs and a dis- 
agreeable twitching of her tongue. Several times during the interview, her 
eyes filled with tears when she spoke of her trouble and present situation. 

She recalled well the onset of her sickness. She said that she had "influ- 
enza" followed by a stuporous period for two months, during which time she 
knew little of what went on about her. She was taken to the Neurological 
Institute where she improved, brightened up, but was troubled by pains in the 
legs and a peculiar twitching of the tongue. She was then sent to a conval- 
escent home and later to several other hospitals. She denied that she had 
any suspicions or that she made any complaints of mistreatment in any of 
the hospitals, but admitted that in the boarding house she became suspicious 
and expressed the idea that the landlady was "doping her." She was dis- 
satisfied with the place and thought the landlady was giving her quieting 
medicine so as to keep her from leaving; she thought the landlady needed the 
board money, this was the object in drugging her. She asserted that she had 
no suspicions or cause for complaint about her treatment since leaving the 
boarding house. She still believed, however, that the landlady did drug her 
and did make remarks about her. 

There was outward and slightly upward deviation of the left eyeball. Knee 
jerks were equal and active. Plantar stimulation caused flexion of the toes. 
She complained of pain in the legs below the knee only. She lay with her 
feet in the position of hyperextension (suggesting foot drop). When tested 
however, there was no weakness in the extensor muscles. The calf muscles 
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were tender to firm pressure. The nerve trunks were not abnormally sensi- 
tive. The gait was rather stiff. She could, however, walk and turn without 
support. There was no Romberg sign. 

The tongue showed no atrophy, no marked tremor and no distinct deviation. 
There was slight weakness of the left side of face. 

Dec. 20, 1920, her memory retention and thinking capacity were tested in 
detail. She showed slight mental tension defect but no impairment of the 
intellectual faculties. Of late, the patient had been again a little drowsy, with 
less interest in her surroundings. Emotional instability and depressive affect 
continued. 

Case 17. — Good make-up, friendly, sociable, efficient. Acute onset with 
fever and oculo lethargic symptoms. Stupor for forty-five days, during which 
she developed weakness of the left side of body. Following stupor, depressive, 
cofnplaining, discouraged attitude based on her illness (continued weakness and 
partial disability from paralysis). After eight months severe depressive psy- 
chosis with hallucinations; fear of being killed, attempts at suicide. Later 
peculiar emotional reaction, smiling and talking of being killed. After fourteen 
months continues depressed with suicidal inclinations and contradictory mood 
reactions. Little .evidence of any organic impairment of mental faculties. 

History. — D. M., aged 29, Russian Jewess, wife of a carpenter, was admitted 
to the Manhattan State Hospital, May 24, 1920. She had been strong and 
healthy as a child. She came to the United States at the age of 18. She had 
little opportunity to go to school, but was bright and intelligent. She yrzs an 
embroidery worker and earned good wages. She was married at the age of 
20, was happy and contented in her home life and had had three children. She 
was friendly and sociable in disposition, ready to laugh and enjoyed amuse- 
ments. She adapted herself well to circumstances and was not easily dis- 
couraged. There had been no previous attacks of nervous or mental disease. 

Present Illness. — The last week in September, 1919, the patient complained 
of headache, pain in the back and sore throat. She continued, however, to do 
her work until October 1, although she was feverish and somewhat restless. 
On October 2, she complained that something was wrong with her eyesight 
and that she saw double. She went to bed and then passed into a stuporous 
condition, during which she kept her eyes closed and could be aroused only 
witji difficulty. Her temperature during the first few days of the stupor ranged 
from 103 to 104 F. On Oct. 16, 1919, she was admitted to the Willard Parker 
Hospital. The report from that hospital states that she was in a stuporous 
condition on admission, with slight rigidity in the limbs and a tendency to 
keep them in given positions (catalepsy). The pupils contracted. Knee jerks 
were sluggish, plantar reflexes were normal. No Kernig sign or rigidity of 
neck was elicited. There was no evidence of paralysis. The patient muttered 
a few words while being examined, but could not be aroused. She picked at 
the bed clothes. 

Lumbar puncture gave a clear fluid with 20 cells per cubic millimeter. The 
culture was negative. The Wassermann reaction was negative for both blood 
and fluid. 

The patient remained in a stupor with her eyes closed for about forty-five 
days. She could always be partially a.oused by shaking, then she usually 
muttered, but rarely said anything which could be understood. Toward the 
last of November, it was noted that there was weakness on the left side (face 
and limbs). She also developed large bedsores. 
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She came out of the stupor about December 1, began to talk and quicklj 
improved so that she could sit up. She had trouble in using the left arm and 
leg and complained a great deal of headache and pain in the legs. The bed- 
sores did not heal, she became discouraged, dissatisfied and restless, and talked 
of being' a permanent cripple. March 22, 1920, she was transferred to Bellevue 
Hospital (medical ward) with the diagnosis of lethargic encephalitis. 

At Bellevue, she cried and complained of pain, was generally dissatisfied 
and begged to be taken home. She was taken home April 1, 1920. She then 
seemed more contented and in two weeks was able to be out of bed. She was 
weak, but not sleepy. She spoke about her "lazy" condition and wondered 
why her husband did not scold her because she was "good for nothing." 

May 1, 1920, a sudden change occurred which marked the onset of pro- 
nounced psychotic symptoms. She began to talk of her relatives and husband 
wishing to kill her; she became agitated and restless with marked suicidal 
. tendencies. She said she did not wish to live, she had too much trouble. She 
tried to jump from the window, poured boiling water on her head, drank a 
bottle of medicine in the hope that it was poison. She did not accuse her- 
self of wrong doing, the main idea was that she should die on account of being 
sick and partially disabled. 

She was returned to Bellevue Hospital and placed in the psychopathic ward. 
There she was anxious and apprehensive, would strike others and said the 
children were destroyed. The orientation was approximately correct; there 
were no signs of delirium. She began to show a peculiar emotional reaction. 
When visited by her husband, he noted that she laughed a good deal even 
while she talked of her children being dead. Although laughing, she did not 
seem happy, in fact, just the opposite. 

May 24, 1920, the patient was transferred from Bellevue to the Manhattan 
State Hospital. She appeared very depressed, responded in a low voice, with 
little change of facial expression. She was oriented and asked to be killed, 
adding that she had poured scalding water on herself, and remarked, "I broke 
the Jewish temple." 

Examination. — Physically, there were left hemiplegic residuals, with weak- 
ness of the face and some spasticity of the arm and leg. She walked on the 
ball of the left foot (talipes equinus). Knee jerks were both increased; no 
Babinski sign was elicited. Lumbar puncture revealed clear fluid and no 
cells. The Wassermann reaction was negative for both blood and fluid. 

July 27, 1920, determination of a complete mental status was attempted, but 
the patient gave very poor cooperation. She replied indifferently to questions 
or showed annoyance and disinclination to answer, yet at the same time she 
smiled' frequently. A few of her responses will indicate her attitude: Do 
you feel sad? "Don't speak to me." (Smiles.) Do you feel happy? "Don't 
speak to me — yes, I do." Treated unkindly? "No. Don't speak to me." 
(Smiles.) Hear voices? "By the mountain — I don't want you to speak to me." 

It was not possible to ascertain anything as to the mental trend or to deter- 
mine the presence or absence of hallucinations. 

She was fairly clear as to time, but said she was in the Lebanon Hospital. 
She misidentified the other patients, also the physician. No estimate could be 
made of her general memory or of what she recollected of her sickness. Her 
stock answer was simply, "I don't know," without appearing to make any effort 
to give information. 

Clinical Course. — During September, 1920, it was noted that in some respects 
the patient had improved. She was able to be up and was not so indifferent 
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and averse as formerly. She spoke of wanting to get well and to go home. 
She began to help a little with the ward work and showed that her memory 
was at least fair, as she had learned the names of all the patients on her ward. 
She was more friendly; in. fact, she showed some inclination to playfulness 
and to tease the others. When asked the name of the place, she said "a church." 
but it is doubtful whether she was serious. To the physician she said, "I wish 
you no luck — you are going to kill me." It was still impossible to examine 
her satisfactorily about her illness. 

Nov. 30, 1920: At several interviews lately it was found that the patient 
was more accessible than formerly and in some ways improved. She showed 
more interest, made more inquiries about things at home, helped the nurse 
about the ward and was attentive to some of the feebler patients. She had 
given up the idea that her children had been killed and did not mistake identity 
as formerly. There were no peculiarities of conduct. 

Her general attitude and emotional state are difficult to analyze. She 
showed a peculiar mixture of suspicion and uneasiness, with harping, during 
the interview, on the idea that she was to be killed by the physician, yet she 
was compliant, would smile on suggestion, seemed momentarily friendly and 
even laughed a little. Then the mood changed quickly and she accused the 
physician of wanting to murder her, and seemed fearful and wanted to leave 
the room. At other times, she would declare, "You want to kill me," with- 
out any special show of affect; in fact, she could often be made to follow her 
declaration with a smile in response to the physician's smiling or joking 
with her. 

There was a distinct depressive paranoid trend with hallucinations or mis- 
interpretations of remarks of others. When asked why the physician or any- 
one should wish to kill her she said, *T insulted the whole crowd. My husband 
didn't pay money to you for the food." She heard this yelled out "by Christian 
men around the building." They also called her names as "Yiddisher colv*- 
— Yiddisher bad woman." She denied that she had done anything wrong, but 
at Bellevue they hollered out that she "broke the Jewish temple." 

She admitted that at home she wished to die because she was nervous and 
sick. She thought that when she poured hot water on her head her children 
died. She acknowledged this was imagination. 

When asked to explain why she smiled and talked of being killed she said, 
"I don't know myself — it is foolish to smile — I am unlucky." 

She was now clear as to her surroundings but sometimes failed to give 
the date accurately. In general, her memory was good but there was some 
evidence of a mild mental tension defect as shown by the variability of the 
accuracy with which she recalled and correlated past events at different exam- 
inations. For example, on one occasion she made several errors in giving the 
birthdays of her children and was a little mixed up about the date of her 
marriage, whereas at another interview she gave these data correctly. When 
she could be induced to make an effort she showed good immediate retention. 
She made some mistakes in mental calculations but could correct these. On 
the whole, she did quite well. She herself, however, felt some loss of mental 
capacity, which was expressed by saying that she got mixed up easily and 
could not count as quickly as before her illness. (Formerly she had a very 
good head for business.) 

In conclusion, it can be said that there were only slight evidences of an 
organic impairment of the faculties; a mild mental tension defect with some 
variability in capacity, but ability to correct any errors made. Retention was 
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good, when cooperation and interest were secured. A most striking symptom 
was the peculiar mood reaction which superficially at least suggested a lack 
of correspondence between the affect and the ideas expressed. We do not 
believe, however, this reaction was similar to th^t of dementia praecox. It 
was rather the quick change of mood that is misleading, and when the patient 
talked of being killed she seemed actually afraid. The smiling, however, 
seemed beyond her control and was certainly easily elicited on suggestion. 
She herself had characterized the reaction by saying, '*I know it is foolish to 
smile.** Also the underlying genuine affect was shown by her repeated attempts 
at suicide. 

Dec. 7, 1920: The patient recently made another serious attempt at suicide 
by hanging. This was preceded by exacerbation of the depression and fear 
of being killed. 

Case 18. — IVell educated school teacher. Social, athletic, intellectual type, 
probably over-religious and superficial in interests. Rejection of marriage on 
grounds directly dependent on this religious side of her character. Later regret 
and increasing bitterness. Began to turn against religion. Developed ideas 
concerning injustice of God. No peculiarities of conduct. Continued efficient 
at her work. Epidemic encephalitis for twelve weeks. Stupor and occupation 
delirium. Good recovery. Since, strange beliefs concerning the magical and 
remarkable results of her illness. Elaboration of lengthy religious ideas includ- 
ing the belief that the second Christ, to come, is to be a physician. Also believes 
law should be passed to make birth of children illegal. Hc^s prepared manu- 
script setting forth views against God, whom she regards as a murderer and 
perpetrator of evil. Does not express these ideas openly in ordinary conver- 
sation, but is easily drawn out to discuss them. Continues efficient at teaching. 
Case considered schizophrenia, intensified by the recent brain disease in an 
individual with former tendencies in that direction. 

History. — L. B., aged 31, teacher (domestic science), was admitted to St 
Luke's Hospital Jan. 20, 1920. She was one of a large family; her parents 
were living. There was no history of nervous or mental disease in the family. 
She had had measles, chickenpox, scarlet fever and whooping cough in child- 
hood, and at 23 otitis media, complicated by a mastoiditis, and soon afterward 
pneumonia and empyema, from all of which she is said to have made a good 
recovery. She was brought up in a substantial rural community, in a large 
family, where religious and, to some degree, cultural things were emphasized. 
In make-up, she was described as having always been both social and athletic. 
She was especially fond of, and clever at, winter sports. Although very much 
interested in intellectual matters, she was not bookish. Instead she was fond 
of many people and popular among them. She continually improved her knowl- 
edge for her teaching, usually taking a summer course each year. Her friend 
said she was known to be a good teacher. She was clever at making things, 
being "generally handy," yet she never took as great pride and interest in 
such accomplishments as her skill would have warranted. This appears to 
indicate a certain superficiality of interest. 

A few years prior to her illness, she became acquainted with a young 
man of less education than herself, who, however, was making a good living 
in a business. Though "going straight" at the time, he had a record for 
excessive drinking and "came of a poor inheritance" (inasmuch as his parents 
had been unable to live together). He was not at all religious and was inclinea 
to be a ready spender of money easily made. The patient, when it came to 
the point of a choice between an engagement or breaking the friendship, chose 
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the latter because of the man's "inheritance." This her friend said she did 
because of her family, and yet she did not actually counsel with them about 
it. And also as soon as she had made the decision, she became very regretful 
of her choice. Incidentally, the man very shortly was out of her reach. A 
considerable bitterness toward life then developed, and although the friend 
could think of no definite things which the patient said at that time, she 
said that "stray remarks," beginning then, showed that the patient at that 
time began to turn against religion and against the ideas which she had 
formerly fervently held. , 

Present Illness. — ^Jan 20, 1920, she entered St. Luke's Hospital, complaining 
of dizziness, nausea, vomiting and diplopia, and with the following history : 
Eight days before admission, she awoke with a dizzy feeling. She vomited a 
moderate amount, three times. The nausea was relieved, but the dizziness 
kept up. She taught school that day. The next day she awoke with diplopia, 
which caused more dizziness and nausea. She got through that day's work by 
keeping one eye closed all the time. Then she spent from the fifth to the 
eighth days of her illness at home in bed "trying to sleep the trouble away." 
Examination. — In the hospital this showed slight intention tremor of the 
hands, tremor of the tongue on extension and no ataxia in finger to note tests. 
There was no Romberg sign and no paralyses. Biceps, triceps, wrist, knee and 
Achilles' reflexes were present, equal and normal. No Babinski or Kernig 
sign was elicited. There was pseudo ankle clonus on both sides. The gait 
was that of weakness. On admission the fever was 103 F. After eight days 
it returned to normal, then rose again to 101 on the thirty-third day, and for 
a six or seven-day period subsequently was subnormal, even 96.6 on three 
occasions and once 96. The spinal fluid showed 21 cells, sterile culture, a 
negative Wassermann reaction and a colloidal gold curve of 122210000. The 
leukocytes were 15,700, 76 per cent, polymorphonuclears. 

Clinical Course. — The following notes show her condition in the hospital. 
On the second day, "the patient rouses when spoken to, otherwise appears to 
sleep, mumbles and talks to herself." "There is general resistance to passive 
motion in arms and legs." Two days later, "still shows catatonia. Talks 
rationally when aroused." The day after the temperature became normal 
(and for six days it had been only 100) the note was made, "restless and 
talkative during night and today. She was delirious, did not know visitors 
and persons of the hospital and a great deal of the time talked to imaginary 
people as if she were at school and teaching." Her delirium was almost 
entirely occupational. There was a gradual subsidence of the symptomatology 
and after eleven weeks in the hospital she was discharged, having reached a 
safely convalescent condition. She went to her home in Pennsylvania by train 
(wheeled chair). 

Subsequent Course. — The great interest in this case lies in the mental con- 
dition which the patient was found to show when interviewed after an interval 
of six months (October, 1920). The most striking features were an eleva- 
tion of mood and an unusual productivity of speech, with the expression of 
a peculiar trend of ideas. The elation showed itself not alone in the content 
of her thought and by a great volubility, not accompanied by a flight of ideas, 
but also by an unusual and somewhat indecorous abandon of attitude. 

She said, "I have no longer the power to suffer. I have no tears." Her 
speech was rapid, fluent and insistent. She brooked interruption but preferred 
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to keep talking. She evidenced considerable quickness of thought. Her speech 
was relevant — to a very slight extent incoherent At least in regard to a 
creed which will be discussed later, it was ecstatic and hazy. Frequently 
she reverted to expressions telling how happy she now was. She was not 
distractible. 

She said that the sleeping sickness had worked a marvelous change in her, 
that it had made her over, that before it her great sin had been worry and 
that the illness has taken "worry" from her. In fact, she remarked, "My 
worry center is dead." She believed that the lumbar punctures in the hospital 
wrought her magical cure. She knew that the encephalitis took sin (worry) 
from her and asked what role the physician had in it and also which physi- 
cian it was. She expressed the feeling that there must be many people with 
worry as their sin, who, if they could only have the "sleeping sickness," would 
be made well. She felt it to be her mission (though she did not emphasize 
the crusade idea at all) to see that some physician found these people and 
inoculated them. Along with these ideas, she had formulated her antireligious 
ideas and recited them as her creed. This was a series of long, high-sounding 
phrases of religious coloring, of great length, pronounced with astonishing 
rapidity, clearness of enunciation and earnest fervor. Later, much the same, 
in less studied form, was written down and reads as follows; "My faith, in 
brief, is as follows: I don't believe in the existence of a God, hence prayer 
is futile. I don*t believe in a life beyond the grave, death ends all. I don't 
believe in the Bible. It is the most inconsistent book that was ever written. 
I am happy in this belief, for I do believe, and firmly, that God was human, 
not divine. Possessing superhuman power, he made this wonderful earth and 
sky and sea which are the foundations of Heaven. Then he inhabited it with 
beings but left us, their outgrowth, living in Hell, for he died before his work 
was perfected. . . . Now I believe just as firmly in the coming of a second 
Christ who will perfect Creation. As the work that needs perfecting is of a medi- 
cal nature, that second Christ will be a doctor, also human but exhibiting super- 
natural powers." She completely filled 109 pages of notebook stationery with 
a discussion of this topic. It is presumably an autobiographic account of her 
religious life, but both at the beginning and at the end, and repeated innumer- 
able times in between, these ideas are put down along with unnumbered 
tirades against the injustice of "the God whom she was taught to worship. 
Not only is he a murderer of millions, but he is millions and millions times 
worse than a murderer when he hands down to innocent children the sins of 
the fathers." Also "when the kaiser claimed to be in league with God during 
the World War, were you surprised? Not I, for I believe the proverb, "Birds 
of a feather flock together.'" Later, on a different theme; "As the world is 
today, children are brought into it by the devil passion. I want to live to see 
the day when this powerful devil will be knocked out of existence, and 
common sense, the Christ, will prevail . . . until that time comes I would 
like to see a law passed forbidding marriages and births, a law requiring the 
segregation of the sexes if necessary ... I suggest that man step in and 
bring it (this world) to an end." 

The patient is said not to mention these ideas about God unless they are 
brought up. Her ideas regarding her magical cure from worry are more super- 
ficial. And she has made a point of quizzing physicians and others, not con- 
cealing her. more than strange faith in the miracle the encephalitis worked 
in her. 
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Her friend believes that she is more composed and more contented than prior 
to her illness and more inclined than before to stay home quietly evenings 
and read. 

There was no impairment of memory or retention. She was teaching suc- 
cessfully. She showed poor judgment regarding many of her present ideas. 
On the other hand, she manifested complete insight into the delirious expe- 
riences in the hospital. There was an amnesic period during the first part of 
her illness in the hospital. Then she told, with good insight, of such delusions 
as the following which she had : The occupational delirium has already been 
mentioned. She mistook the visiting rector for St. Peter. She knew she was 
no longer on earth, and knew that she was in Heaven. This gave her a 
feeling of great joy and satisfaction. She did not understand why they should 
take her to "Jersey" from the hospital. She was puzzled by the idea of there 
being a "Jersey" in Heaven. She said it took her two weeks at home in 
Pennsylvania to realize the true state of affairs. "After two weeks I suddenly 
realized that I was not in Heaven but back in this Hell of a world again." 

In her account, she wrote, "In the hospital I thought I was being prepared 
for Heaven. Every body massage, every salt water bath, every alcohol rub. 
every visit of the doctor, were all done in preparation for my Heavenly home." 

This 109 page article is entitled "Praise God and Stop Worshiping the 
Devil, Written by a Victim of the Devil and Dedicated to Those Who Need 
It Most, viz., Ministers, Priests, Rabbis, Missionaries, etc." 

More recently, she has complained of a catarrhal condition of her nose and 
throat and has seen several physicians for this, none of whom has been able 
to find anything wrong. At the same time, she complains of her saliva and 
considers that it is thickened and has turned white. She spends about thirty 
minutes each morning clearing out her nose and throat, and at later intervals 
during the day goes through similar prolonged procedures for this purpose. 
Her roommate complains that she is continually ■ spitting in an annoying fashion. 
She has shown no tendency to violate usual proprieties regarding this. Her 
friend considers these recent ideas on this subject rather "foolish." A less 
intimate girl friend of the patient, having in mind the religious disbeliefs and 
ideas concerning her rejuvenation by means of her sickness, made no greater 
cpmment than, "My, she has a weird philosophy." In other words, there is 
casually observed very little unusual behavior. It is impossible to establish 
that she is abnormally secretive, suspicious, etc. 

We desire to acknowledge our indebtedness for the use of clinical material 
to Dr. Isham G. Harris, superintendent, Brooklyn State Hospital; Dr. Marcu? 
B. Heyman, superintendent, Manhattan State Hospital ; Dr. Foster JCennedy, 
visiting neurologist, Bellevue Hospital; Dr. Lewis A. Conner, physician to the 
New York Hospital; Dr. Lewis F. Frissell, attending physician, St. Luke's 
Hospital. We wish to thank Dr. David Corcoran, clinical director, Brooklyn 
State Hospital, for valuable assistance in examining several cases. 
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A CLINICAL STUDY OF PSYCHOSES CHARAC- 
TERIZED BY DISTRESSED PERPLEXITY* 

AUGUST HOCH, M.D., and GEORGE H. KIRBY, M.D. 

MONTECITO, CALIF. 2^EW YORK 

In this article it is our desire to put together seven cases which 
presented as the most prominent symptom a more or less pronounced 
perplexity associated with distress, and we hope to demonstrate that 
these cases represent a definite reaction type. 

The observations were made in part at the McLean Hospital, 
Waverley, Mass., by Dr. Hoch; but the greater part are cases which 
were studied at the Psychiatric Institute, the observations before 
1910 having been made by Dr. Kirby, the later ones by Dr. Hoch 
or under his direction. 

We shall first give a description of the cases. Since it is impos- 
sible for want of space to give them in full, we shall present abstracts, 
in the. preparation of which great care has been taken so that a 
concise and yet complete picture of each case should be available. 

CLINICAL MATERIAL 

Case 1. — Caroline J., aged 45, single, was admitted to McLean Hospital 
Nov. 28, 1900. 

Family History. — One sister and one brother had depressions past middle 
life from which they recovered. The parents are said to have been normal, 
and all psychopathic tendencies are denied, even in collaterals, with the excep- 
tion of a maternal uncle who was dissipated. 

Personal History, — The patient is a well-educated woman who is said to 
have been rather unusually sensible and capable. She never had a former 
psychosis. No cause is known for the present attack, and since the patient 
menstruated regularly during her whole attack, there is no evidence of the 
menopause as yet. For some months before admission she was a little tired. 
For one month she slept poorly, had a poor appetite, and became physically 
run down. The real attack began only about two weeks before admission. 
After recovery the patient said it began rather suddenly with the feeling as 
if everything left her. The brother told us that she became very undecided 
and depressed, and worried over trifles. 

Under Observation, — For about six weeks the patient was in a constant 
state of perplexed uneasiness, with considerable restlessness. This latter trait 
always remained within certain narrow limits, showing itself in her constantly 
moving her hands — pulling at her clothes, brushing herself, and also making 
meaningless motions with them. She spoke herself of "feeling all confused" 
— "I can't tell anything about anything, I am so confused" — "I don't feel 
straight" — "I can't grasp things." Although it was often possible to get her 
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to answer trivial questions readily enough, practically nothing was obtained, 
except the answers just given, whenever her worries were inquired into. She 
hesitated much, started and stopped without getting an)rwhere, or she said 
directly that she could not tell what she worried about; "I can't tell. I can't 
even tell how I feel — ^too many things." On another occasion she said, **I 
can't tell, it is too hazy." Indeed, even when she was better, she said she was 
unable to tell what she had worried about, because it was too vague, that 
she could not describe it, but she always denied that she was afraid at that time. 

It was only in the very beginning of the observation that she told her nurse 
a few more definite things. Thus, she said that she felt it would ruin her 
sight if she had a movement of the bowels. Again, she thought her urine 
did not come out of the right place. A certain feeling of guilt was also 
expressed on the first day when she told the nurse not to touch her; "When 
an honest person touches me I feel as if I were not honest." Referring to 
the same period she said retrospectively that she could not go to the toilet 
at that time (she did resist in that respect), because she thought she had a 
miscarriage; and she also thought she had embezzled some money as treas- 
urer of a mission. But she again added that the main worry was vague, and 
these more clearly formulated ideas were evidently not present later. 

Whenever orientation questions were asked or when she was asked to per- 
form certain intellectual operations, one met with statements such as that she 
did not know, that the days were mixed up. But it was invariably found that 
she was quite clearly oriented, and retrospectively she knew many details of 
what had happenned arotmd her. Her calculations were usually slow but correct. 

When this perplexity faded, it gave way rather quickly to a simple depres- 
sion. The patient herself later said, "It seems as if I lost my will power as 
I got quieter." From then on a prominent feature was a pronounced feeling 
of inadequacy; "I can't seem to make up my mind to act" — "I have great 
difficulty in doing things," etc. Another feature was a feeling of unrealit\ 
of moderate degree: "Things don't seem quite real" — "After you are gone 
it wont seem that you have been here." She complained of her affection for 
her family being diminished; "My sister seems far off" — "I don't even feel 
hunger, heat or cold as I used to." She worried now entirely about her 
condition. 

Four months after admission she was discharged almost recovered, and 
soon recovered completely. 

Case 2. — Mary D., aged 57, married, was admitted to McLean Hospital 
Feb. 21, 1903. 

Family History. — Father had a "melancholia" in advanced years. One 
sister had a "nervous breakdown." 

Personal History. — It is claimed the patient was of a normal disposition. 

In connection with the menopause at the age of 47 she had a psychosis 
which lasted six months. It began suddenly with the idea that she was to 
be carried off. All that is known about the attack is that she was restless, 
paid little attention to her surroundings, and spoke at times of an electric 
battery in her. She made a perfect recovery. 

Present Attack. — Three weeks before admission, after a fatiguing care of 
her sick husband, she is said to have had infiuenza. A few days later she 
became sleepless, worried about her husband, cried much, thought she was. 
going to have various diseases. She spoke of hearing a telephone, became 
restless, said she wanted to die, was losing her mind and kept repeating. 
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"What shall I do?" At other times she is said to have been quieter, with 
some insight into the morbid nature of her ideas. 

Under Observation. — For ten days the patient showed a marked perplexity. 
She was uneasy, restless, her facial expression showed bewilderment. This- 
was also expressed in various utterances: "I am confused" — "I can't under- 
stand things" — "I am dreadfully mixed up" — "It is a mystery" — "What is the 
matter, am I silly, or am I crazy?" — "I don't know what to do" — "Will they 
take my mind away?" She also said her mind was weak and "I can't seem 
to remember." In addition to that she said, "Nothing looks natural" — "Every- 
thing looks alike." Then there was a peculiar feeling of reference: "Every 
little thing seems to have a meaning" — "Why do the nurses go out ?" A vague 
feeling of guilt was expressed in the following: "Have I done wrong?" — 
"What do they mean by saying I stole money?" Again she said, "I have been 
wicked." 

A few more peculiar ideas were expressed: "What do they mean by 
saying that I turn into two girls?" Or again, "They tell me that I have glass 
eyes all over." 

As regards her orientation and intellectual operations, it may be said that 
she knew she was in McLean Hospital, but sometimes asked if it were not 
the X hospital. She knew the name of some physicians and in a general way 
the dates and how long she had been in the hospital. But she seemed unable to 
calculate or to give a good account of her life when this required an intellectual 
effort. She could not do correctly more than simple multiplications, was 
unable to take 7 from 100 consecutively, could not calculate the year of her 
birth in spite of knowing her age and the present year, could not give the 
date of her marriage or the birthdays of her children. 

At the end of that time the patient became less perplexed but cried at 
times; said she was going to die. This condition was followed after a few 
days by a period in which she was often quite natural, at other times a little 
irritable, or again homesick, with considerable insistence on being allowed to 
go home, and now and then crying. Retrospectively the patient said that she 
felt confused at * first, that nothing looked natural, everything looked alike 
and that for this reason she thought she could not see right. But a careful 
inquiry into her actual capacity of elaborating impressions at the time of her 
psychosis was not made. 

She was discharged, recovered, March 26. 

Case 3. — Polly V., aged 37, married, was admitted to the Psychiatric Insti- 
tute May 4, 1916. 

Family History. — It is claimed the family history is negative with the 
exception of the fact that one brother had an attack of insanity from which 
he recovered. 

Personal History. — The patient is a Jewess who was born in Prussian Poland, 
emigrated to England and later came to the United States when 25 years old. 
Her people are decidedly ignorant and it is difficult to get a very reliable 
account of her make-up; but she is said to have been rather quick tempered, 
lively, fond of amusements a good mother and a good wife. She was mar- 
ried when 20 and has six living children, the youngest 2 years old. 

For several months before admission the patient was rather nervous, easily 
frightened and fearful about her children. Three months before admission 
a cousin and his wife came to live in the same house in which the patient was 
janitress. A few weeks before admission this cousin began to complain to 
the patient about his wife; when the latter heard this she came to the patient 
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(about a week before admission) and made quite a scene, during which she 
pulled the patient's hair, and it is claimed that the latter fainted. Moreover, 
this woman complained to the landlord that the patient was not taking proper 
care of the house, and she got several other women to turn against her as 
well. They now threatened to report her to the board of health and to 
the charities department for not keeping the house clean. They scared her 
also by telling her she would be sent to prison. This made the patient very 
nervous, but it is claimed that she got some comfort out of the landlord's 
writing to her that he would come and investigate the matter and if the com- 
plaints had no foundation he would send away the other women. When at 
the appointed time the landlord did not come, the women gibed her and she 
was much upset and again fainted. This was only a few days before admission. 

She was then sent to her brother's house. There she said she had to go 
to prison, to the electric chair; again, that she was going to die. 

At the Observation Pavilion she is described as distressed, hearing her 
children, saying her children had been taken away from her. 

Under Observation. — The patient for the first six weeks showed much 
anxiety, distress, and crying, often with more or less restlessness. At times 
she was somewhat absorbed when left to herself, and there was little occu- 
pation at any time. Occasionally the statement is made in the notes that 
she was a little bewildered, but this is rare and, in spite of the fact that 
many notes were made, is never substantiated by any definite statements on 
her part of a feeling of perplexity. All her utterances referred chiefly to 
her children and her anxiety about them: "Will I ever see my children 
again?" — "My children have been taken away." More frequently she spoke 
of them as having been killed: "Somebody killed my children; they do not 
need any mother any more" — "They killed my children. Did they deserve to 
be killed? They were good children." Or she claimed she had seen smoke 
and knew it meant that her children had been burned, or from the window 
she had seen them in the water. Again, when moaning or crying was heard 
in the ward, she often thought it was her children who were being killed. 
She was, however, not always fully convinced of this. Ohce she said, "If 
my children are dead, I don't want to live any more." Less often she feared 
that something had happened to her husband: "My husband is sick. Is 
my husband dead?" — "Is my husband not dead? I think he is in the water." 
And once when she spoke in this way about him, she added, "Is my mother 
killed too?" Twice she dreamed that her whole family was burned to death 
and was quite stirred up about it in the morning. At one time she said quite 
placidly, in strong contrast to the usual distress: "I wont live with my hus- 
band any more. I am going to send him to California. I don't want to have 
any more children." On the other hand, the ideas about her children were 
also formulated in a different way at times, namely, in the form of self- 
accusations or in the form of accusatory voices : "I deserve to die on account 
of not taking proper care of the children." Quite frequently she repeated, 
"I deserve it, I deserve it," or, "They are going to kill me because I say I 
don't want my children" — "They think I am not a good mother." In the 
beginning she heard her children at night say, "Mother, mother, you were 
not good to me." Again: "They say they did not want me any more, that 
I did not give them enough to eat." Or: "I did not care for my children, 
I did not clothe them, I did not feed them enough." 

Repeatedly she said, "I am going to die," or "I am going to be killed," 
and it was quite striking that in contradistinction to the usual distress this 
was said as a rule rather placidly. 
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With all this there was associated not infrequently a peculiar "sensory- 
unreality complex": "There is something stiff in my mouth. My whole body 
is stiff. When I get my hand, I don't feel it." Or: "I don't care for my 
children. Did you ever hear anything like that?" (all this with marked 
distress). "I forget the faces of my children" — "Sometimes I can't remem- 
ber my children. I forget all about my home." Again, "I can remember a 
little about my children." In connection with some of these utterances she 
once said, "I don't know what happened to me." 

The test for orientation and for her capacity for intellectual operations 
during this entire period gave rather striking results. For an interpretation 
of these it is necessary to keep in mind two factors, namely, the patient's 
distress, and her illiteracy, and her probably low mental level. For example, 
she was never able to read the watch correctly, and she was not able to say 
exactly how much money would be left if she went to the store with a 
dollar and bought something for a certain amount. She invariably said shq 
never had known that. Dates were difficult to obtain from her. Yet at 
the same interview she could tell how old her children were when the family 
came to the United States. The most striking fact was perhaps that she 
sometimes gave very absurd answers about her whereabouts; for example, 
she asked at one interview whether this was not Minnesota, yet during that 
same interview she knew exactly how long she had been in the hospital. 
On another occasion she called the place Castle Garden, again London, again 
America. She never could give the sequence of the months, but at an inter- 
view at which she gave very defective answers in this respect she knew it 
was summer and knew about how long she had been in the hospital. At 
another interview she said it was a hundred years since she came, but at the 
same time gave the ages of her children correctly. She always claimed not 
to know where she came from (the observation pavilion). 

It is obvious that the significance of these peculiar answers is difficuh to 
interpret, although the two factors first mentioned undoubtedly have an impor- 
tant bearing. 

By the end of June the picture suddenly changed. She developed a peculiar 
motor excitement, with many purposeless, shaking, rubbing motions. Dur- 
ing this she began to say, "I don't know what is the matter, I can't under- 
st^d anything" — "I don't know the whole trouble," all this being repeated 
over and over, and there was only on one occasion an approach to the former 
content when she said, "I want forgiveness for my children." This reached 
its climax during a still greater restlessness in which she threw herself 
about in bed and against other beds and blindly shouted "police! police!" 
During this condition her physical health became poor and about ten days 
from the onset she was found with coated tongue, high pulse and tremulous 
motions, but she was markedly unresponsive and kept up a constant unmodu- 
lated moaning. The only thing she said at times during this interview was, 
"I know there is some trouble." Henceforth she was changed. 

During the period that followed, that is, from July, 1916, to June, 1917, 
when the observation ceased, the patient did not change materially. She was 
now in a decidedly perplexed state; for the most part, sat around or walked 
about slowly with a perplexed frown on her face, and only at times during 
brief periods did she become more stirred up. The most prominent feature 
in the picture was that of her frequent statements denoting perplexity: "I 
don't understand" — "I don't know what is the matter" — "I don't know what 
has happened to me" — "How can I understand it? I thought they were doing 
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something bad to me" — "Everybody says something and I can't understand" 
—"I know there is something the matter with me" — "I know there is trouble" 
— "I don't know — they are talking something" — "What shall I do when I 
can't understand?" — "I don't know what people say to me" — "I don't know 
what is going on" — "In the morning they pull me, everything is pulling me, 
I don't know what it means." 

The only approach to the sensory-unreality complex of the former period 
was seen in the following : "I can see but I don't understand what it 
means" — "I think my eyes spoil everything." Again she said, "My eyes are 
spoiled, I can't see." 

To a much smaller extent depressive ideas came out at times: "I know 
I am no good" — "I don't belong to this place" — "It is too good a place, it 
is a place for people who know where they are." Or once when the doctor 
said to her, "Don't worry, you poor woman," she said, "I am not a poor 
woman, I am bad." Whereas in the former condition she said a great deal 
about her children, this was very rare and occurred only on a few occa- 
sions when she said such things as "They took the children away" — "They 
said I don't take care of my children." It was interesting that at such times 
she cried, which was not the case on other occasions. One night she got 
quite excited and claimed boats were on fire. 

It is rather obvious from what has been said that nothing further could 
be discovered in regard to her thoughts. Whenever one wanted to find out 
what really bothered her or what her ideas were, one was met with her 
usual statement that she did not understand, that she did not know what 
was going on, and the like. 

Similar statements were made when one tried to get at her capacity for 
intellectual operations and her orientation. Nevertheless, on persistent ques- 
tioning in this direction, it became more and more clear that she knew the 
name of the hospital, the names of those about her, knew the time of the 
year, in spite of the fact that at first she often said she did not know. On 
another occasion she was able to give the names and ages of her children. 

After this time the patient was transferred to the general wards of the 
Manhattan State Hospital. A report of July, 1918, states: From the obser- 
vations made by the ward physicians it is evident that there has been no 
marked change for some time. In regard to her condition now, the nurse 
says the patient sits about the ward in a rather disinterested manner. She 
never speaks unless addressed and she never does any work. Whenever she 
gets a chance she wanders away. The reason she gives for running away is, 
"I am looking for my six children." In the ward she has to be urged to eat: 
however, she appears to be quite well nourished. She keeps herself fairly 
tidy and the nurse reports that she has recently improved in this respect. 
She does not wet or soil, and she does not have to be dressed or undressed. 

On examination by Dr. Kirby the following was found : When inter- 
viewed, she is observed to be in a rather constrained attitude, her right 
hand being flexed and held rather awkwardly across the chest, the left 
hand resting on the chair by her side. She has a somewhat dazed, bewildered 
facial expression. When asked about her health, she replied quite promptly. 
"I don't know, I am not sick," and she then went on as follows: "I don't 
understand anything, I don't know what to tell you, I'm not sick." When 
told to put her hand down and assume a more comfortable position, she 
resented being touched and pulled away in a half -annoyed way, saying, "Don't 
touch my hand." Asked to give the name of the nurse, she says "Miss 
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Goldberg," and smiles. The nurse's name is McGoldrick and a good many of 
the patients really call her Goldberg. When asked if she knew the examin- 
ing physician, she replied, "I don't know if that man is a doctor." At this 
point, when asked if she could smile, her face brightened up, she smiled a 
little and said, "Fm not sick." When asked about wanting to go home, she 
said, "I must go home with my husband, not with a strange man," and her 
eyes filled with tears. 

She gives the day of the week correctly, knows the number of the ward 
in which she sleeps. Asked to give the name of the place, she persistently 
says, "I don't know," and later says, "I must go away now," moves to the 
edge of her chair and seems a little afraid. This becomes more marked 
when the nurse leaves. When asked where she formerly lived, and how 
she was taken away from home, and so on, she simply replies, "I don't know," 
without apparently making much effort, although she does not seem apathetio 
— on the contrary there is evidence of certain emotional tension throughout 
the interview and she makes frequent references to home. (What are the 
names of your children?) "I don't know." When the physician says in a sur- 
prised way, "What!" she replies, "The bigger one is Rachel and the other one 
is Judith." Asked, "Why did you say you did not know?" she replied, "I 
didn't know what to tell in English." 

To all the rest of the questions asked she is apt to say, "I don't know." 
(Is your head clear?) "I don't know." (Are you troubled about anything?) 
"I don't know." (Are you happy or sad?) "I don't know. I am not happy — 
why should I be happy?" (Why do you at times try to run away?) "To 
look for my children — my girl told me (in a letter) to go home and I don't 
know where to go." 

She is inclined to turn away from the physician and seems anxious to 
leave, and finally gets up and walks away. When passed in the hall by the 
physician she. said, "I'm not sick; I must go home to my own children." 

Case 4. — Ida S., aged 25, married, was admitted to the Psychiatric Insti- 
tute June 20, 1913. 

Family History. — ^The sister-in-law says that both parents are living and 
are well. 

Personal History. — ^The patient attended school very little, but can read 
and write. Practically nothing is known of her make-up, except that she 
was a good housekeeper, naturally cheerful, not worrisome, always helpful to 
others. She married her uncle (mother's brother) seven years before admission. 
Her first child was bom six years before admission. The birth was unevent- 
ful and no mental upset followed it. It is said that she never complained 
about her husband and never had any ideas of jealousy about him. 

About a month before admission she was confined and the labor was easy. 
For three days after childbirth she was normal. On the fourth day she had 
a fever which lasted only a day. 

About three weeks before admission she got depressed, said she would 
never get well, was very sick, had lost all her blood (she was flowing). Some- 
times she did not answer questions; again was irrelevant. Finally, she said 
everybody was talking about her sickness; that detectives were watching her. 
It is also said that she tried to inhale illuminating gas. 

Under Observation. — On admission the patient was well nourished, but she 
had a sub febrile temperature for a few days, dry lips and a coated tongue. 
She sat up in bed, somewhat distressed, whining or crying, sometimes when 
she heard sounds she looked alu^ut somewhat frightened ; at times she was aim- 
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lessly resistive, or again she appeared rather sullen and had a somewhat dazed 
expression. She either did not reply to questions or answered by saying, "I 
don't know," or she wanted to be left alone; but when urged she would talk 
quickly enough. She then complained of not being able to breathe well, gasped, 
said her lips were dry, that her skin itched, that she wanted to go home. 
Her orientation was not established on account of her attitude. 

For about three months following a day or two after her admission, the 
condition was as follows: There was considerable restlessness, associated 
with a mood of perplexed distress and often considerable talkativeness. Her 
productions were often poorly arranged and many sentences were left unfin- 
ished. Her perplexity in addition to being evident in her facial expression 
and manner, also manifested itself directly in such frequent statements as 
these: "I am all mixed up" — "I don't know where I am" — "I don't know 
how long I have been here" — "Everything is changed" — "There is no day 
or night" — "A thousand names have been given to me," etc. 

For the rather disconnected talk, uttered with the foregoing described 
affect of perplexed distress, the following is characteristic (it should, how- 
ever, be added that she is not fully conversant with the English language) : 

"Now they say the whole place is dirty — but now its people put here — 
poor people — and now they say whoever goes out and down below — there 
is an awful lot to be said — I couldn't remember exactly, and they say a 
whole lot and they all have to go to court — and of course they are all chas- 
ing me, out here — and a lot to be said — I am not sure of his name, he 
don't belong to me, my companion," etc. 

The essentials of the trend which she thus produced were as follows: 
"There are lots of people here, good friends and bad friends" — "Half of the 
dead people they took out here" — "I see a whole crowd that got burned"— 
"The whole world is here"— "Half of New York is here"— -"All the people 
are changed" — "Some house burned" — "They are all burned -down" — "Too 
many people against one person." 

Most of her ideas evidently came to her in the form of hallucinations of 
hearing and were chiefly of an accusatory character. She was blamed for 
various wicked things, and in her perplexed and distressed manner she kept 
protesting and denying them. The sexual accusations of which she spoke 
occurred more particularly in the first few weeks. 

She said people were talking about her. Often the whistling of the boats 
and the footsteps of others seemed to be connected with such voices. Thus 
when a boat whistle was heard, she said: "See," or "That hurts me — from 
mouth to mouth." "She is called a thief, a crook; some buildings are burned, 
and she is blamed for it." "One time my name Ida, Ida, Ida — now that was 
— what can I do?" — "They all say it is my fault" — "The whole crowd is 
putting the blame on me" — "Everybody is suing me" — "People call me a 
whore" — "They say Ida is a whore for business" — "They say I had relations 
with men." Some of her perplexed protests were as follows: "I am respect- 
able" — "They can't blame it on me" (in connection with her saying that a 
whole crowd got burned). Again: "Why should I go and be bad?" — "Every- 
body says something different" — "How can one person be for everybody?" — 
"I have to be had and it is not my nature" — **My heart and soul say I am 
married — so many people for one person" — "But they ain't my husband." 

Then she also said much about peculiar bodily sensations and bodily 
changes : "I am getting deaf and dumb" — "I am getting sores ; I never had 
any sores on my body" — "The whole body itches" — "I cannot breathe, my 
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lips are dry" — "My blood is poisoned" — "I never sneeze, I never cough" — 
"My body is killed" — "My womb is twisted, some say it is due to child- 
birth, others say it is due to immoral life." 

In spite of her frequent statements that she did not know where she 
was, that there was no day and no night, etc., it was found that when one 
could break through this mental attitude sufficiently, she knew more than 
would be indicated by her spontaneous utterances. Thus she knew this was 
a hospital on an island, knew she came on a boat, had at first been in a 
ward down stairs (correct). She gave approximately the date and the year, 
understood that one of the examiners was a physician, but was apt to be 
uncertain of the other, whom she called Harry Leon (a neighbor whom she 
knew only by sight). 

From this more agitated state she gradually calmed down and for several 
months lay in bed, quiet, or stood or sat about with a rather doleful expres- 
sion, at times whining, considerably reduced physically (six months after 
admission 36 pounds under weight), sometimes having a fetid diarrhea, and 
a rather swollen, red tongue. She now began to soil herself, was inactive, 
said Kttle, often only shook or nodded her head when questioned, but she 
spoke quickly enough at times when sufficiently urged; often, with a rather 
disgusted air, she said she wanted to be left alone, or answered she did not 
know or did not care. The prominent content now was that she felt sick, 
dirty, that she was disgusting, covered with feces, rotten inside, that she 
will die, has poisoned herself, has no body, no eyes, no teeth, no husband, 
no children, is no good to anybody, is crazy. 

Following this she became more active; at the same time her weight 
increased and she gradually returned to her natural state. Nevertheless, even 
nine months after admission, she was still languid, though without peculiar 
ideas. 

An examination a short time before her discharjge showed that she appre- 
ciated fully that she had been mentally unbalanced, but on account of her 
lack of education and rather low intellectual level a good retrospective account 
of the psychosis was not obtainable. It was, however, possible to demon- 
strate that many details of what happened in the hospital during her per- 
plexed period were remembered. 

Case 5. — Elizabeth S., aged 28, married, was admitted to the Psychiatric 
Institute Nov. 24, 1914. 

Family History. — Sister denies all heredity, but it was later found that a 
brother of the patient is wayward. 

Personal History. — Both the husband and the sister claim that the patient 
was lively, made friends easily, was fond of amusements, and was in no 
way bashful or timid. On the other hand, it is also known that in child- 
hood she often used to wet her bed, and later she not infrequently had 
fainting spells during her menstrual period. 

Up to her marriage she worked as salesgirl, nursegirl, and lady's maid. 

She was married three years before admission. After her marriage she 
again began to wet her bed at times and had five or six fainting spells since 
that time. Several of these occurred on the street, so that she had to be 
taken home in an ambulance. 

The following incident should be mentioned at this point, because it plays 
a part in the later content of the psychosis: After marriage the patient at 
times worked for a woman, Mrs. D., doing sewing, and the like. This woman 
evidently was of a somewhat questionable character. About three years before 
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admission she made the patient a present of some silver spoons and forks. 
When the patient looked at these at home she found from the stamp on 
them that they evidently had not belonged to Mrs. D., but were the property 
of the hotel in which the latter lived. This upset her considerably, and she 
told her husband about it. She did not dare \o return the articles to the hotel 
for fear that she might then implicate herself in the theft, and therefore hid 
them. The woman was also immoral, as the husband states, and about six 
months before admission he forbade the patient to associate with her. 

Attack. — Eleven days before admission the patient told the husband that 
another woman (Mrs. M.) for whom she sewed at times, had had some towels 
stolen from her and that one of the servants told her that she (the patient) 
was suspected. (Later inquiries by the husband confirmed the correctness of 
the fact that the patient was told this.) After a day or two the patient 
became considerably upset about this and talked about being accused of steal- 
ing. The husband then took- her to the theater in order to divert her, but 
there she became quite uneasy, said people were talking about her, were 
calling her a thug. Next day she fainted on the street and was taken to a 
general hospital, with the statement that she had "carbolic acid" poisoning. 
There it is stated that she claimed not to have taken "carbolic acid." She 
was depressed and imagined everybody was against her. She was discharged 
the subsequent day and sent to the observation pavilion. The notes from 
the latter place describe her as worrisome and restless, and as saying that 
the whole world was against her, that everybody was making fun of her and 
wanted to get her out of the way. 

Under Observation. — For six weeks the patient presented a condition which 
was characterized by a more or less pronounced restlessness which manifested 
itself at times merely in a certain tenseness, but sometimes by twisting her 
fingers, pulling at her hair, walking up and down, biting her finger, and the 
like, and not infrequently .by a certain uneasy talkativeness. What she said 
at such times was often poorly arranged, with unfinished sentences and mlich 
repetition, so that it was often quite impossible to understand what she was 
talking about. A few samples may illustrate this : "Are you a Catholic ? You 
know I did not do anything wrong to anybody. You know I went to the 
place, I went to the theater and they said that I — I went to the theater — I 
never did anything wrong in my life — they said — ^you took me for a person 
that I was not, I never did anything in my life — I am innocent, innocent, 
innocent. I never hurt anybody's head in my life — what are they trying to 
do to me?" etc. Or, "I didn't accuse myself of anything — I am not — I only 
knew but one person — a woman told me one time that — the only one I knew 
about is Mr. B. — there was a woman one time said he was responsible for 
some girl's death, I don't know anything else — they said — the girl — the girl 
— that girl — they said she — she — I don't know — ^there was something queer— 
they said — that is the only thing I know about, I know nothing about anybody 
else—" etc. 

There were many utterances which denoted a certain sense of confusion or 
perplexity, and she often looked half puzzled, half anxious or distressed. She 
spoke of being "in a muddle," "mixed up" — "I don't seem myself, I am not 
at all collected"— "I don't remember anything" — "Everything is dim" — "I don't 
know what it is all about" — "I feel as if something were woven around me." 
Or, "There is something in my life that is interwoven." 

A very prominent feature in her condition also was an expression of guilt 
which seems to have come chiefly in the form of accusatory hallucinations 
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and toward which her attitude was invariably one of protest and denial: "I 
thought a woman was accusing me of something I didn't do; she lies" — 
"I didn't do no wrong; I am innocent of what they are trying to accuse me 
of" — "He says guilty, guilty — I am not guilty." We shall presently see that 
there are essentially three types of misdeeds she is defending herself against, 
namely theft, hurting people, and sexual matters, but she also was at times 
much more general about her profession of innocence. Thus she said, "They 
blame me for something I never did; I never, never did anything wrong." 
Or again, evidently referring to the accusatory voices, she said, "I don't know 
what they are talking about," and at one time she expressed a vagueness directly 
by saying, "There is somehing I am innocent of but I don't know what it is 
about." For the rest she said such things as "I don't owe any bills to anybody, I 
thought they said I did." Or, "Whatever I saved I saved honestly ; I think they 
think I stole things, but I didn't ; the only thing I am guilty of is petty thieving." 
(When questioned about the latter she explained, much more clearly than when 
she talked about the more indefinite matters, that when she was a salesgirl 
she sometimes took little remnants of silk.) Again she said, evidently refer- 
ring to the matter mentioned in the history, "She gave me things but she 
need not say I tried to steal things; I didn't really steal things." Another set 
of ideas is as follows : "I never hurt anybody in my — the idea, I never harmed 
anyone in my life." The protests about sexual matters were as follows: "I 
never knew any man but my husband; I would slap any man who got fresh 
with me"— "I think they think— I am not bold"— "They said I had a child 
before I was married, but I didn't" — "I have no children; they say I have but 
I haven't" — "I never had anything to do with a negro; I said yesterday I got 
something from a negro and gave it to my husband. My God, this is not true, 
I never had anything from a negro" — "People think I want to break up my 
home." She also mentioned Chester G. several times, a man who evidently 
was a questionable character and whom she had known earlier in life, as she 
told us when she was less stirred up. It was at that time that she told us 
that she heard his name called in the theater. The following evidently refers 
to this: "They think I know something about Chester G. I never saw him 
since I am married," or again, "Isn't G. whom they want? He has two names." 
(He actually went under two names as was found out later.) 

A certain feeeling of danger was also expressed at times. She asked 
whether she was going to be sent to the electric chair, or said, "You are going 
to hang me" — "The woman in there said I was going to the electric chair. 
Please don't write that; I have done nothing wrong" — "People want to get 
me out of the way" — "I am afraid you are trying to hurt me" — "What are 
they going to do with me here?" 

It is obvious that with the pronounced tenseness which we have described 
it was difficult to get the patient to concentrate. Therefore, orientation ques- 
tions were sometimes not answered at all. She simply went on talking in the 
manner described, or quite often answered that she did not know. At other 
times she seemed to give a little more attention and then quite often gave 
answers which looked as if she were disoriented. She said she did not know 
how she got here and later that "it was all like a trance." But in the same 
interview, for instance, in which she said she did not know where she was 
and claimed not to know what the physician was, she begged him to "do some- 
thing for her head," and later also spoke of the place as a hospital, though 
she added that it was a queer hospital. Moreover, when her husband came, 
during this period in which she appeared superficially to be so confused, she 
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gave him a detailed account of where to find certain things in the home. Or 
on one occasion, when asked who the nurse and the stenographer were, she 
claimed not to know, but later in appealing to them called both by name. 
At one time when asked for her husband's address she said, "He lives with 
me here," and then denied knowing her own address, yet later during the same 
visit she gave it correctly. At the third interview with one particular physi- 
cian she was asked whether she knew that the doctor had talked to her before; 
she said, "Yes, but it is all dim." 

In addition to the traits thus far described, there are a few which in view 
of the further course of the psychosis should perhaps arrest our attention. 
Thus she said now and then, "They have taken my mind off," or, "I have 
been hypnotized all the time I have been here." Although similar statements 
might occur in certain benign psychoses, there is a certain malignant ring to 
them. Perhaps of some importance is also the following: On one occasion, 
when she spoke of being accused of having had children, and she was asked 
how many she was accused of having, she burst out laughing, quite in con- 
trast to her usual mood, and said, "A small orphan asylum I guess; I guess 
they thought I had them like chickens." But this was the sum total of any 
traits that might in any way arouse one's suspicion as to a more ominous 
outlook at this stage of her psychosis. 

At the end of the period just described, the patient, who was quieting 
down somewhat, said to one of the nurses, pointing to her visiting husband, 
"This is R. S. ; you can have him," but when confronted with the statement 
she became again somewhat uneasy and said, "No, you can't have him, he 
didn't do anything, he never hurt any one, it is Chester G. you mean." Again: 
"There are two R. S.'s, mine never hurt any one." This statement that there 
were two men by her husband's name was made several times during this short 
transition period. 

Then followed a month in which her condition varied somewhat; now she 
was quite clear and placid, said herself that her mind was clear, but that it 
had been "confused and mixed up," yet even then, when asked personal ques- 
tions, she was apt to say, "I have told you all I know about myself; I am 
imaginative and make little out of big things" (sic). At other times she 
answered even less well; simply said, "I don't know," or replied to all ques- 
tions, "I want to go home." Again, she was entirely silent and for a few days 
there was a marked but uneven reduction of activity, during which she sat 
in bed with a half-puzzled, half-absorbed expression, sometimes mumbling to 
herself, and resistive to any interference, even striking those about her. Now 
and then a direct statement of perplexity still occurred: "Sometimes I am 
myself, sometimes I anil not." (What do you mean by that?) "I don't under- 
stand anything, I can't explain it, I want to go home." During this entire 
period she was at times found masturbating shamelessly. 

Then followed a period of about three months, not well demarcated, dur- 
ing which she was fairly natural and repeatedly said that her mind was all 
right now, and during which for the most part all perplexity had disappeared, 
and only now and then short spells occurred when she said she did not know 
where she was. Yet even then some ideas were produced, associated with 
hallucinations, which showed that the vague feeling was still present, that some- 
how some one wished to implicate her in some way: "Do you know any- 
thing about my case outside; could they hold me for things I don't know 
anything about?" — "They are trying somehow to connect me; why do they 
say pictures? I never gave my picture to any man; they say it was found 
somewhere." Or, "Lots of people's names are mentioned whom I worked for; 
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they are trying to connect me with things I know nothing about." Or, "Mr. B. 
once gave Mrs. D. an awful beating. Mrs. D. saved the bloody clothes and 
showed them to me. Now I think these clothes have been found, but I 
wasn't a witness." Similar ideas were also spoken of in a more retrospective 
manner: "Mrs. D. and Mr. B. used to go out together and register as S. (the 
patient's name). I think they were trying to hurt me for years." — "I thought 
Mr. B. wanted to get me out of the way so there would be no divorce; then 
he would not be corespondent in the divorce case. I thought there was a 
divorce case going on in the South. There they do not take a negro's word, 
do they?* (Why divorce?) "Somebody said Mrs. D. was going to have a 
divorce and I did not want to be brought into it." (Why negro?) "Only a 
negro and I knew anything that would get him a divorce." And finally she 
said : "When I came here a woman said, *You look as if you had a child,* " 
or, "Outside they said my little brother (14 years of age) was my child," and 
**When I came here a woman whispered into my ear, *He is your little boy.* " 

It was during this period also that she gave, at various occasions, frag- 
ments of a retrospective account regarding the onset of her psychosis and the 
pronounced stage of it; that is, the first six weeks after her arrival here. 
The main facts of this are as follows : She claimed that when she was told 
that she was suspected of having taken the towels she went to Mrs. M. and 
told her she had not taken them. Mrs. M. said she had not been suspected; 
"Then I got depressed without knowing why." 

Then she spoke of her experience at the theater. While there, she claims, 
she thought there was a "concocted scheme" — "I think now it was a scheme 
to break up my home" — "I only heard a certain voice; it was Mrs. D. ; she 
had a terrible nerve to get up and condemn me. I got an awful blow; it 
was the last place I expected it, at the theater." This woman, she claimed, 
also mentioned the name of Chester G. and said he was wanted for a crime. 
On another occasion she said that at the theater some one was wanted for 
murder, "I wanted to yell — afterward they spoke my name, 'Elizabeth S. $50,* " 
or "Later she mentioned my name, then a crash came," or "My whole 
system went crash" — "and I got a heavy feeling, I felt I was going to 
faint." Again she spoke of having gone to a moving picture show (not clear 
whether this is the same as the theater but it probably is). Then "Something 
came over my whole system; my lips, my arms, eyes, everything; my whole 
body; I walked out as if I were in a trance, all in a quiver; I thought they 
wanted to use some influence over me; they wanted to break up my home," 
or "Some hypnotism was put over me; Mrs. D. and Mr. B.'did it." 

Then she also said that while still at home she heard her name called; 
that it sounded like some one in distress, "like my uncle," and that he said, 
"remember." At the general hospital they said she was wanted for murder. 
She evidently remembered clearly what happened both at the general hospital 
and at the observation pavilion, yet stated that the first part of her stay here 
seemed hazy. 

For the following nine months during which she was still under our obser- 
vation, the patient was again somewhat diflFerent, though again the transition 
was by no means a sharp one. In the first place, she was out of contact with 
her environment more than before and often sat in self-absorption somewhat 
slovenly in her appearance unless the nurses attended to her, and for a time 
at least wet the bed quite frequently. Sometimes throughout the period she 
suddenly attacked the nurses. Some of these attacks were plainly associated 
with hallucinations— thus she said that they made remarks about her, or "They 



Digitized by 



Google 



14 

need not bring the whole family into it." At other times she had crying 
spells; again laughed boisterously. 

The ideas giving expression to her feeling that there was an attempt to 
implicate her somehow were now almost absent, though now and thea a state- 
ment such as, "It seems they want to get rid of me," or "Nonsensical people 
are writing about the electric chair," showed that there was still occasionally 
a feeling that there was something going on against her, which was similar to 
what we have seen before; or she spoke of having been "niggered" here; or 
complained of the harsh treatment that she had been subjected to. Such 
statements were usually associated with crying. On the other hand, as has 
been stated, she also quite often laughed boisterously. When asked what she 
laughed about she was sometimes unable to tell, but once she said, "I think 
of funny things." (Tell us about them.) "Well, for example, I see a paper 
and it says, Hoch der Kaiser — but I don't like Germans; suppose some one 
docs a mean trick and you say Hoch der Kaiser to get back at them." Or she 
spoke of other hallucinations which were also more incomprehensible than her 
former ones, "Some one said pails of jelly, seventeen cents — my father paid 
for them," or, "Some one said foundling; I didn't come from foundlings." 
Once she said: "Mrs. D. is the whole shooting match here; they want to 
get something on me here; they will never get any immorality on me." But 
as a rule her former denials were no longer in evidence, Sexual hallucina- 
tions were evidently also quite prominent : "They talk a lot of smut ; they ought 
to wash their mouths out" — "I know why I am kept here, for the filth of 
social aristocracy." (What do you mean?) "Does not socialism mean free 
love?" She also claimed that her husband was talking "smut" at her. Her 
attitude toward her husband settled down to an admitted indifference and dis- 
like. "We never were made for each other; there was a lack of understand- 
ing between us; I never dreamt it was so terrible." 

Of some interest is the fact that at one time she Evidently mixed up the 
incidents connected with Mrs. D. and those connected with Mrs. M. by say- 
ing, in speaking of Mrs. D., "She gave me some towels and said she paid for 
them" (Mrs. D. had given her silver and she was accused of stealing towels 
from Mrs. M.). 

It should be added that fainting spells occurred at no time while she was 
under our observation. 

In May, 1916, the patient was transferred to the general wards of the Man- 
hattan State Hospital, where she remained for another year. The report from 
there states that while at times she was occupied somewhat, she was for the 
most part without much initiative and appeared self-absorbed. Till the end 
she was by no means free and natural. Sometimes for the first six months 
she had spells of screaming and irritability in which she suddenly attacked 
those about her. These gradually disappeared. Occasionally she made state- 
ments which still resembled her old ideas — "Something is going on but I doi\'t 
know what it is," or, "They confine all people to one person." And when she 
was finally discharged June 4, 1917, it was demonstrated that she had no insight 
whatever into the morbid nature of the state she had gone through or of the 
ideas she had held, nor had she any desire to join her husband. She was taken 
to the house of her sister in another state. 

Case 6. — Elizabeth H., aged 20, single, was admitted to Psychiatric Insti- 
tute March 7, 19(M. 

Family History. — ^The father is living and well. A paternal aunt was insane. 
The mother died in her ninth confinement. The patient has eight brothers and 
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sisters: one dead, the rest living, patient being the eighth. They are said to 
be well, with the exception of a sister who had nervous spells with "crying 
and fainting," which ceased with marriage. 

Personal History. — ^The patient was 2*72 years old when her mother died. 
At first she was taken care of by an aunt, then sent to an orphan asylum, 
and from her fourth year she was brought up by her stepmother, who treated 
her badly, so that she always desired to get away from home. Yet she was 
of a jolly disposition, liked company, "was always with the crowd," and 
worked rapidly. 

When 5 years old she fell on her head, was unconscious for some hours, 
but recovered without sequelae. When 16 she was married and is said to 
have been happy. 

When 17 (May, 1901) she had her first child. Two days after childbirth 
the sister who was taking care of her accidently broke a bottle of medicine. 
The patient got inordinately irritated at this. Then she also got irritated at 
the sister because the latter used to leave her alone to talk with a neighbor 
(a rather giddy woman, as the patient said). Five days after childbirth she 
began to feel blue and her milk stopped flowing. On the tenth day she tried 
to get up but felt too weak. She was feverish, sleepy. At the same time she 
was annoyed when the baby cried. The baby was taken away. About the 
sixteenth day, according to the patient's own statement, she got up but felt 
lightheaded, had no energy, had a "sill)r" feeling; "I got to laughing and could 
not stop." She complained of noises in the head but not of voices. Her people 
say she seemed to take no interest in anything, laughed in a silly manner, 
had a far away look, and a voracious appetite. Five weeks after childbirth 
an operation for laceration of the cervix was performed at a hospital. When 
she returned from the hospital she was quite natural. After this the only 
difference was that she would no longer associate with the woman to whom 
the sister had talked, because she felt this woman had made her sister 
neglect her. 

When 19 (July, 1903) she had a miscarriage. For a week she felt weak. 
About this time the sister-in-law's baby died and she was anxious for a time 
about her own child. 

Present Attack. — She had an influenza about three months before admis- 
sion (in bed a day, feverish, coughing, sneezing). For two weeks she felt 
rather downhearted and unable to do her work. 

Two months before admission, while at her stepmother's house, she and 
the latter had a quarrel. The stepmother scolded her, accused her of having 
stolen some things from the house, and threatened to have her arrested. It 
is said that the patient turned white on this occasion, seemed much affected 
and slept badly that night. She became abnormal at once, seemed dazed, let 
the food burn on the stove, wept much, complained of a full feeling in the 
head, felt dull, drowsy, could not work. Retrospectively the patient said she 
felt her memory was going, that she could not think well: "I had to force 
myself to speak." She also claimed that for three days she did not speak 
at all. At night she imagined that the stepmother was haunting her. Then 
she began to say that some things in her house were not her own. She explained 
later that this was because she thought her husband had given these things 
away and that this was connected in her mind with the fact that at one time 
her sister had jokingly said that the patient on her death should leave her 
watch and chain to her. She began to say that she was bad, and expressed 
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the idea that she should not have been married, and again that they were 
pouring kerosene over the child. 

Two weeks before admission she was taken to her sister's home. There 
she is said to have been quiet, motionless in bed, with a dull expression, pale. 
Yet she spoke at times, then chiefly about having stolen, and she seemed afraid 
of being arrested; when she heard wagons outside she thought the patrol 
wagon was coming for her. She had attacks of throbbing in the head, palpi- 
tation, numbness and stiffness in the body and limbs. These would last for 
an hour or so. She claimed these attacks were due to electricity, ether, or 
opium, and that she was being poisoned. Again, she spoke of having lice, 
and said bugs were in the bed. She heard voices, singing "Nearer my God to 
Thee," saw angels on the wall, smelled bad odors. Toward the end she refused 
food. 

At the observation pavilion she is described as being rigid and resistive, 
again passive. She thought she was in a church; was getting the communion. 

Under Observation. — On admission the patient looked pale (hemoglobin, 70 
per cent.), had a coated tongue, dry lips, a temperature of 99.8 (this did not 
persist). She appeared dull, was resistive, gazed about fixedly and in a per- 
plexed manner, half dazed, half uneasy. 

For about two weeks she was kept in bed. During this time she was often 
quiet, gazing about in a dull, yet at the same time perplexed, manner; for the 
most part there was a reduction of activity and her movements were rather 
slow. She was apt to resist when anything was done for her, frequently refused 
food and had to be spoonfed. She also held her urine and had to be catheter- 
ized. Sometimes she masturbated. The most prominent feature was the fact 
that when anything happened her attention, seemed to be easily attracted by it, " 
and she was apt to comment on it in a perplexed whining manner. Thus, 
when dishes were brought, "These ain't my dishes," or, when something was 
said, "I didn't say that," or "I hear boats and whistles; I never lived on the 
water," or, when she took hold of her hair, "Who put all that hair on me," 
or, when the doctor came, "I don't know you," or "That ain't mine." 

She also often gave direct expression to her feeling of perplexity by saying, 
"I am all twisted" — "They got me twisted." Or she said she was "dizzy." 

Sometimes she made depressive statements, "I am no good" — "Throw me 
in the river" — "I stole from everybody, I ought to have been locked up in 
the court house," and often she said, "I have been in a bad house" — "I ought 
to have been taken to the station house" — "Everybody says I steal things." 

Her attention was hard to get so as to make her answer questions, because 
she was too easily distracted by external happenings on which she commented 
in the puzzled, whining manner described. Therefore questions were often not 
answered. For the same reason her orientation was difficult to establish. Yet 
on the second day it was found that she knew where she had come from, 
how long she had been in the hospital, also that it was a hospital, though she 
was puzzled about this as well, as was shown by her statement, "I don't know 
where I am; it looks like a hospital." The month she gave as June (March) 
but knew the year correctly. On another occasion she called the place "the 
Holy Catholic Qiurch ;" again "the Varnish Works." But this varied, and more 
often she was found to be quite well oriented. When asked where she lived, 
she gave the street and number of her father's home, claimed she did not 
know where her husband lived, and could not be made to give her married name. 
(Are you married?) "I thought I was married, but I was not married; I 
found out afterward it wasn't his name." (No foundation.) When on one 
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occasion she was made to write her married name, she did so but kept repeat- 
ing "That ain't my name." When an attempt was made to make her calculate, 
she seemed unable to do anything but simple sums, and said, "I can't do it." 
But she gave some old events of her life quite well, with the time of their 
occurrence. 

After two weeks she was allowed out of bed. She stood about or walked 
around slowly. The condition did not change much; the prevailing mood 
remained one of whining perplexity, but her utterances became more frequent, 
at any rate when one spoke to her, and were somewhat different, as will be 
seen. On the other hand, she sometimes smiled readily at funny incidents or 
at her own absurd remarks, or she smiled when the doctor smiled. It also 
became evident that hallucinations were more prominent. The following are 
representative utterances : 

"They say I catterize people here, that I give them all kinds of medicine. 
They say I am so swell that I spoil all the clothing in here, I ought not to 
be here, I can't afford to pay the money — that I do everything, that I spoil 
the holy wash — they bring dishes up here and everything — I don't know who 
owns this house." Again: "They say the men in here are bad, the priests 
and all; I don't know whose chairs these are, I never said anybody was bad 
—They say I owe everybody so much money for clothes, I never took any 
money, I never led any girl astray, if they go it is none of my business" — 
"I never gave anybody any medicine, the nurses give a lot of medicine — I never 
talked French" (another patient had said something about speaking French) — 
"They say I live on $100 a day, I haven't got no money"— "All the wrappers 
they brought up today" — "They made them take off their clothes" (at the 
bath)— "They say I created the earth, that I have a yacht— I don't." When 
something was said about graham bread, "Mr. Graham is not my brother." 
When a nurse swept the floor, "I did not make that dirt" — "They say I am a 
dog" — "They say I eat rats but I don't" — "They say this is a whorehouse, every- 
body dirty, rotten people and Coxey's Army." Again: "They say I stole 
everything — this is no whorehouse" — "They killed geese in here and I ate them" 
—"They say I own this house." 

The condition gradually improved. Toward the end of it she wrote a lettei 
to her brother saying she felt better; that she had been insane; that her hus- 
band had sent her to Bellevue Hospital, and that she felt in everybody's way. 
She signed this, "Your loving wife." 

By the end of May she became freer and somewhat elated, a little over- 
active, a little talkative, somewhat forward, but without flight of ideas. She 
admitted herself that she was overtalkative. This lasted only two or three 
weeks. Then she got perfectly well, with good insight. She was discharged 
June 27, 1904. 

Retrospectively: It was demonstrated that she recalled well all the inci- 
dents connected with her entrance to the hospital and many incidents later, 
but she claimed that at first she thought she was in New Jersey or that she 
was in a church, and she claimed she was not clear where she was for two weeks. 
As to how she felt during that time, she said she felt dizzy, her hands felt numb, 
her skin tough, her blood did not seem to circulate; all days seemed alike; 
it was as if the end of the world had come. Her thoughts wandered; the 
questions dumbfounded her; she felt mixed up. 

A prominent idea throughout was that she had stolen and was to be arrested. 
She had a feeling that everything referred to her. When people turned around 
she sometimes thought it meant she had to change her religion. Nobody but 
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very rich people seemed to be about her, and she thought she had to bear all 
the expense. She was afraid to sit down, because she thought she would 
have to pay if she did. Voices were prominent. She was called bad names. 
They came out of the register; once she thought she saw her husband and 
child outside. 

Case 7. — Ida N., aged 34, married, was admitted to Psychiatric Institute 
Jan. 25, 1905. 

Family History. — The patient's father was drowned. Otherwise nothing is 
known about the family history. 

Personal History. — ^When about 15 the patient had some sort of "nervous 
fever," during which her hair came out. It is thought that since then some 
traits which are said to be characteristic of her, namely, that she was nervous 
and easily startled, had become more marked. When 19 she came to this country 
and worked as a servant girl. 

Soon after coming to this country she began to go with her later husband, 
and after a year had a baby which died in six months. When she was 22 she 
began to live with him and then had a second child (living at time of second 
attack). The husband states that she was a good housewife, a conscientious 
mother, and a sociable neighbor. 

First Attack. — At the age of 27, in 1898, she had a former attack and was 
treated at the Manhattan State Hospital. From the notes made at that time 
and from the account which the husband gave at the second admission, we 
gather the following: It came on in the early part of her third pregnancy 
(after recovery from her second attack the patient said it was caused by the 
worry about her irregular position). She began to complain of hoarseness, 
pain and choking in the chest. Two days before admission to the observation 
pavilion she seems to have become definitely abnormal. She got uneasy, said 
the neighbors were down on her, had been talking about her and wanted to 
harm her. She became quite upset, wrung her hands a good deal, insisted she 
had done nothing, wanted to see all sorts of neighbors. The following night 
she became quite excited, jumped around and sang, but it is claimed without 
appearing happy. 

At the observation pavilion she is described as uneasy, biting her lips, 
saying something was going to happen and that the people were talking about it. 

At the Manhattan State Hospital, where she was sent after a few days' resi- 
dence at the observation pavilion, her psychosis lasted two weeks. She is 
described as agitated, walking up and down, distressed, swaying back and forth, 
pulling at other patients, affirming she had done nothing. When questioned, 
she often said, "I don't know." The notes also state that she spoke of her 
husband having left her (not true). 

Then she got perfectly well, active, natural, helped on the ward. 

After she was discharged her husband married her and she remained well. 
She had her third child without any upset and later a fourth. 

Present Attack. — Two months before admission she heard of some gossip 
about her past which actually had been going around. The husband said she 
worried a good deal about this but was not decidedly abnormal. 

Two weeks before admission she again got hoarse, complained of pain in 
her chest, and at about the same time a woman acquaintance, referring to the 
gossip, said to her, "You have awfully bad friends, but I will tell you about it 
when your cold is well." 
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Six days before admission she had a scene with the girl who was largely 
responsible for the gossip, but unfortunately no details are known about this 
conversation. Having appeared normal, or at any rate nothing more than 
worried, up to that time, she now became restless, began to sleep poorly, told 
her husband that the neighbors were down on her, were trying to harm her 
if they could. She kept walking up and down talking about this, yet she did 
not tell her husband what she was accused of but said she was blamed for 
giving a Catholic woman meat on Friday (the day before). (On recovery the 
patient stated that this woman had some meat, but that it was uncooked so that 
she did not know whether she ate it on that day, and that she had not given 
it to her.) She became restless as time went on, moaned, and finally got quite 
excited and shouted. At the observation pavilion she is said to have appeared 
depressed and dull. She kept affirming that she had not killed anybody and 
that something had been given her to make her sick. No mention is made of 
any perplexity. 

Under Observation. — On the first day she looked dull, preoccupied; when 
questioned she was apt to repeat the question in a rather perplexed manner 
and often without answering, but she repeatedly spoke spontaneously; said 
"What about the girl? — I never see — I don't know if she did — I never have 
done anything to her — people here — people here." But she could not be made 
to tell more clearly what she meant. In spite of the difficulty in obtaining 
answers, it could be established that she was oriented. 

Then for two weeks her condition, though similar to that of the first day, 
was different in so far as she appeared more perplexed and more puzzled by 
what she saw and heard. It may be described as follows: 

She showed, above all, a marked perplexity and uneasiness. She was apt 
to turn to everything which happened, commenting on it in a puzzled manner, 
asking what things meant, such as the temperature taking, the medicine which 
was brought, the acts of other patients, and, for example, when the doctor's 
glasses fell off, she would say, "Why did they fall off?" and when he put them 
on, "Don't do that," or when he wrote, "Don't write," or she repeated in a 
perplexed manner something which she heard as if she could not grasp its 
significance, or when she heard a patient curse, she said, "Oh my! I never 
said anything like that." In fact, she often remarked in this way on every 
change in attitude of those about her. When asked questions or asked to do 
anything, there was great hesitation, though the individual motions were, not 
made slowly, or individual sentences were spoken quickly. She was apt to 
repeat the question with a rising inflection but frequently without answering 
it. Or, for example, when asked to put out her tongue she would say, "Put 
it out," without trying it. (Give me your hand.) This had to be repeated 
often. Finally, when asked whether she could not do it, she said, "Yes, I 
can do that too, I can give my hand." (Don't you want to?) "Yes, I want to," 
but she made no attempt. (Shake hands.) "Yes, I will shake hands." Makes 
no attempt. Finally, on repeated urging, does it slowly, again interrupts it. 
As the doctor goes, she put out her hand. In eating she also made many hesi- 
tating, unfinished movements without accomplishing anything. Frequently she 
said, "I want to talk to you," but produced nothing, yet when the physician 
turned to go, she would say, "No, stay," or she would say, "Yes, I will tell 
you, sit down, don't write — don't do that (as he turns over the pencil) — I will 
tell you — I ain't done nothing — don't look at the time," as doctor glances at 
the clock, etc. The statement "I haven't done nothing" was extremely fre- 
quent and quite often she added "I haven't done anything to that girl." Or 
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she said, less frequently, "Let me live a little longer," "You will save me," 
or "You wont lock me up." 

Usually the things which happened about her merely called forth the state- 
ments of perplexity or appeals to stop it or affirmations that she had nothing 
to do with it. She never elaborated her perplexity or uneasiness into any 
definite delusions of apprehension or reference, with the exception of the 
fact that she said a few times, "They are all laughing at me." 

The orientation was often not easy to settle, on account of her difficulty in 
giving complete answers, but with persistence it could be established that she 
was pretty clear about the time and the fact that she was in a hospital. There 
was no definite evidence of hallucinations. 

Feb. 8, 1905, she began to ask for work and occupied herself somewhat, 
yet the other traits continued to quite an extent but diminished during the fol- 
lowing two weeks. Then she became quite active and natural, and was dis- 
charged recovered (March 27, 1905). 

Retrospectively: It was shown that she had a good recollection of the hap- 
penings at the observation pavilion and here, thus showing that there had been 
no essential clouding. She stated that on the boat she was frightened by see- 
ing a girl on a stretcher. She thought the girl was drowned. She claimed it 
was this she referred to constantly by saying she did not kill the girl. She 
also said she was always frightened of the water, and mentioned in this con- 
nection that her father was drowned. As to a possible cause of her break- 
down, she spoke of the fact that she was made nervous by the gossip, but even 
when quite well was inclined to be reticent about the details of this and only 
reluctantly admitted that the gossip was about her past.' 

ANALYSIS OF CLINICAL PICTURES 

These clinical pictures, though they differ among each other in 
certain details, have yet a good many features in common, which 
justify our classing them together. These we will now take up 
in detail. 

A, Perplexity. — The first feature is the evidences of actual per- 
plexity. The most frequent, observed in Cases 1, 2, 3, 4, 5, 6, are 
the direct statements that the patient is "confused," "mixed up," 
"muddled," "twisted," "does not understand." In such utterances 
it is not at once clear to what this mixed up feeling refers, that is, 
whether, to use Wernicke's phrase, this perplexity is autopsychic or 
allopsychic. The other utterances, however, show us clearly that 
it is chiefly a perplexity of the latter kind, with which we are here 
dealing. We shall have to refer to this again when we deal with 
the question of orientation and of the capacity for intellectual opera- 
tions. For the present we will only state that we often find such 
statements as "I don't understand things" — "I cannot grasp things" 
— "I don't know what is going on" — "It is all a mystery" — "I don't 



1. The fact that all the cases here reported are women need have no par- 
ticular significance, since it may be due to the distribution of the clinical mate- 
rial at the Institute, which has purely external reasons. 
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know what is the matter" — "I don't know what it is all about" — 
"I can't tell anything about anything" — "I don't know the whole 
trouble." Patient 4, who had jnany hallucinations, said: "Every- 
body says something I can't understand." Patient 3 said: "I don't 
know what people say to me." "They are pulling me. I don't know 
what it means." Patient 7, though she did not give direct utterance 
to a feeling of perplexity, frequently asked in a puzzled manner 
what trivial occurrences meant, or repeated statements which she 
heard with a puzzled expression. Compared with these utterances, 
those which might denote an autopsychic perplexity are distinctly 
in the background. Patient 1, who, like the rest, expressed her 
allopsychic perplexity by saying she could not grasp things, said: 
"I don't feel straight" and "I don't know how I feel." Patient 5 
spoke of not remembering anything, and Patient 2 spoke of her 
mind being weak, of not being able to remember, and asked "Am 
I silly or crazy?" again she said, "I don't know what to do." In this 
same category should also be mentioned the statement of Patient 
5, who said, "There is something in my life that is interwoven." 
The perplexity was also shown in the facial expression in many 
patients. This is mentioned in the notes in five out of the seven 
cases, which of course need not mean that it was not also present 
in the two remaining ones. 

We can summarize, therefore, by saying that all patients showed 
perplexity either in their facial expression or in certain utterances 
denoting a feeling of being mixed up, and that this latter referred 
especially to being mixed up in regard to the environment. A cer- 
tain amount of autopsychic perplexity was shown, in addition to 
this, in some cases. 

B, Orientation, — For the reason that the patients expressed so 
much confusion regarding the environment, it seems best to take 
up next the question of orientation. The striking feature here is 
that when orientation questions were asked the answers often made 
one think that the patient was seriously disoriented, as might be 
expected from what has just been said, yet on further examination 
it was often found that there was more a subjective sense of con- 
fusion than an actual persistent incapacity to elaborate the data of 
the environment. This conclusion was also repeatedly borne out 
by an examination of the patient after recovery, when it could be 
shown that she had a clear recollection of the events which happened 
during the psychosis and of their relation and significance. 

The most frequent experience was that the patient said she did 
not know, when asked orientation questions (1, 3, 4, 5). At other 
times it was impossible to fix the patient's attention sufficiently so 



Digitized by 



Google 



22 

that any answer could be got. This was especially true in Cases 6 
and 7, patients who were constantly distracted by trivial happenings 
in the environment. There were also some more specific statements: 
When Patient 5 was asked where her husband lived, she said, "He 
lives here with me," or again, she said spontaneously, "I don't know 
how I got here; it is like a dream." Patient 4 also said, "I don't 
know where I am; I don't know how I got here." Patient 1 said 
that the days were mixed up, and Patient 4 that there were no 
days or nights. Yet on further questioning the results were different. 
In Case 1 it was found that in reality the patient was clear about 
her environment at the time as well as retrospectively after recovery. 
Patient 3, in spite of frequent statements that she did not under- 
stand, knew the names of the hospital and of the people about her 
and approximately the time of the year, while Patient 4 knew at 
least that she was in a hospital on an island to which she had come 
in a boat; also that she had been first in another ward. She knew, 
moreover, the date, approximately, and at one examination knew 
the physician was a doctor. It was also possible to show after recov- 
ery that she remembered many details, even of the early part of her 
stay at the hospital. A similar situation obtained in Patient 7, who 
knew she was in a hospital and was approximately clear as to time. 
Above all, we could show after recovery that she had a good recol- 
lection of the external events which happened during her psychosis. 
The discrepancy between subjective and fundamental confusion 
was well brought out in Case 5. This patient, during the same 
interview in which she claimed not to know where she was 
or who the doctor was, asked the latter a little later to do some- 
thing for her head, and spoke of the place as a hospital; or 
when questioned about the names of two nurses, claimed not to know 
them, but later in the interview spontaneously called them by name. 
In the same way she claimed not to know her own address when 
asked for it, but later gave it correctly. In this connection it should 
also be mentioned that in the midst of this state, when she claimed 
to be so confused, she gave detailed directions to her husband as to 
where he could find certain articles in her home. In Case 6 we 
have evidently at times something more than merely a subjective 
confusion. The patient gave the date as June instead of March, and 
called the place the Holy Catholic Church, or again the Varnish 
Works, and retrospectively she claimed that she actually thought at 
the time she was in New Jersey or in a church. But even this case 
shozved correct orientation in the midst of this period at times. Case 
2 differs inasmuch as the patient's sense of confusion was not so 
much brought out when questions about orientation were asked, as 
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it was uttered spontaneously, so that in her case no difficulty was 
encountered in establishing her orientation. 

These experiences may be summarized by saying that usually 
orientation questions brought out the statement that the patient did 
not know the answer, or called forth directly wrong answers, but 
on further examination the answers were, at any rate, much better 
than would have been expected from a more superficial analysis. 
In only one case did we find a more decided interference, inasmuch 
as the patient not only did not give the time even approximately and 
was disoriented as to place, but also said retrospectively that she 
had not been clear at the time. Yet even here the orientation during 
the same period was on other occasions correct. We can state, there- 
fore, as we have already done, that the chief reason for the apparent 
disorientation is a purely subjective sense of confusion which we 
also found constantly expressed in the spontaneous utterances. That 
there may nevertheless be at times a certain if only temporary diffi- 
culty of elaboration is shown in Case 6. 

C, Changes in the Sphere of Emotions, Thinking and Actiofi. — 
In order to make the further description as natural as possible, it 
seems to us wise not to tear asunder too much the changes in the 
realm of the emotions, thinking and action, in spite of the fact 
that we have, for obvious reasons, already taken up the orientation. 
We know from our experiences with the essentially aflFective reac- 
tions, especially those purest forms which we call manic-depressive 
psychoses, that we are apt to find closely related alterations in these 
three fields. 

The affective changes were quite marked. Our cases invariably 
showed, in addition to the perplexity, a pronounced uneasiness or 
distress. In five out of the seven cases this uneasiness was associated 
with a decided restlessness, whereas in the two others more with 
phenomena of inhibition. Patient 1 showed restlessness in constantly 
moving her hands — pulling at her clothes, brushing herself, or making 
meaningless motions with her hands. On the other hand, she was 
very slow in answering questions which referred to her worry, but 
this was out of proportion to any general slowing of answering, 
though she calculated slowly but correctly. In Case 2 the notes 
merely state that the patient is mildly but constantly restless. In 
this case there was a marked difficulty in thinking when any con- 
centration was required. Patient 3, whose psychosis lasted much 
longer than that of the others, had but little restlessness. She sat 
about or often walked about slowly, but she had periods when she 
became stirred up and was then more restless. She was very unedu- 
cated and probably slightly defective intellectually, and no special 
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effort was made in this period to study her capacity for thinking. 
Patient 4 was often very restless and at times quite talkative. Here 
the train of thought showed interesting changes. The sentences were 
poorly arranged and appeared disconnected, yet they were never- 
theless held together, as it were, by the fact that the entire talk was 
dominated by an affect of distress which imparted to it a complain- 
ing tendency. Patient 5 showed a more or less pronounced restless- 
ness which manifested itself at times merely in a certain tenseness, 
again in twisting her fingers, pulling at her hair, walking up and 
down, biting her fingers, etc., and not infrequently in a certain uneasy 
talkativeness. This patient, too, showed changes in her train of 
thought similar to Patient 4, as here again there was a poor arrange- 
ment of sentences, many of which remained unfinished, while there 
were also many repetitions. It was as if she kept interrupt- 
ing herself, then took up the thread at a different place, while she 
also had a constant tendency to repeat herself. But here again the 
whole train of thought was held together by the feeling of distress 
and the fact that the talk was concerned essentially with one topic, 
namely, her protestation of her innocence. • Of interest in this con- 
nection is the fact that, when the patient gave an account of some 
matters in her earlier life on one occasion, instead of talking of her 
immediate feelings as usually, the train X)f thought became much 
more connected. Of course it was under the circumstances impos- 
sible in both of these cases to make them concentrate on any tests. 
In this connection we should also mention the remarkable excite- 
ment by which the perplexity in Case 3 was ushered in. The patient 
suddenly began to show a pronounced motor restlessness with marked 
distress associated with many apparently purposeless shaking and 
rubbing motions, while at the same time she kept repeating: "I 
don't know what is the matter" — "I don't understand anything" — "I 
don't know the whole trouble." Finally this motor excitement rose 
to throwing herself about in bed and against other beds, while she 
kept shouting "police." This was followed by a state of exhaustion 
and then by the perplexity reaction already described. 

As has been said, the last two cases differed. Patient 6 was often 
quiet and there was a distinct reduction of activity, with rather 
slow motions. With this there was associated a tendency to resis- 
tance when anything was done for her, frequent refusal of food, 
which necessitated spoonfeeding, and holding of urine so that she 
had to be catheterized. Her attention was difficult to get, and she 
could not be made to calculate anything but simple sums, saying, "I 
can't do it," yet now and then she gave some data of her life quite 
correctly, even with the time of their occurrence. Patient 7 showed, 
above all, a great hesitation when questions were asked, although 
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individual motions were not made slowly and individual sentences 
were spoken quickly. This hesitation showed itself in answers and 
in executing commands. She was apt to repeat the question or the 
command without being able to answer or to carry out what was 
asked of her. Frequently she interrupted her half-finished move- 
ments by counter-impulses, so that there seemed to be a constant 
interplay between agonistic and antagonistic impulses. In the same 
way she would frequently call the doctor back, when he was about 
to leave, with the statement that she wanted to say something, but 
without being able to bring herself to say anything. Under these 
circumstances few questions were really answered. 

If we try to summarize and interpret what we have found in the 
realm of emotions, thinking and action, we must state in the first 
place that all cases show marked distress which in four of them was 
associated with marked restlessness; in one, a case of much longer 
duration, with episodes of restlessness only ; whereas in the two others 
inhibitory phenomena dominated the situation. In the first group 
we find two cases in which there was a decided difficulty in thinking 
with moderate restlessness, and in one of these besides, a slowness 
in response. But the slowness of response in this case was limited 
to the answering of questions referring to her worry and probably 
finds its explanation in the fact that this worry was not formulated. 
We shall presently see that this is an important integral feature of 
the perplexity reaction. It may be well to remark here that we find 
cases of manic-depressive depression at times in which the patients 
show not only a moderate retardation, but occasionally an additional 
hesitancy when their feelings are inquired into. In contradistinction 
to what is commonly found, this makes the retardation very uneven. 
It is not impossible that in such instances we are dealing with an 
addition of perplexity features superimposed on the simple depression. 
The thinking disorder which showed in slow calculation or in a general 
difficulty in accomplishing intellectual tasks in which concentration 
was required, may be fundamentally similar to the well known think- 
ing disorder of manic-depressive insanity. 

Special reference should be made to the interesting disturbance 
of the train of thought which we find in the two cases in which, in 
addition to the distress and restlessness, there was present a marked 
talkativeness. We are well aware that in states with pronounced 
affective changes we are apt to have certain characteristic abnor- 
malities in the train of thought. We only have to remember what we 
find in manic states and in certain conditions with marked anxiety 
and restlessness. If, therefore, we have here a peculiar train of 
thought, in some instances, which consists in a poor arrangement of 
sentences, a stopping in the middle, a picking up of the theme at 
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another place, and a tendency to repetition, we must admit that this 
is a disorder which is psychologically not unexpected on the basis of 
the entire perplexity reaction, and we must regard it, therefore, as 
an integral part of some phases of this reaction. 

We have to dwell a little more at length on the inhibitory phe- 
nomena which occurred in Cases 6 and 7. In Case 6 the general 
reduction of activity and the slowness of motion was again not 
unlike the retardation of manic-depressive depression, and the distinct 
difficulty in thinking may be fundamentally also akin to this. But in 
addition to this there were also present certain negativistic traits 
(resistance, refusal of food, retention of urine). Unlike the typical 
catatonic negativism, these phenomena in our cases existed, however, 
in a setting of distress. Now we know that in anxious states we not 
infrequently find a marked resistance — the patient wards off all inter- 
ference with a definite idea that there is danger and that something 
terrible might happen to him. In our cases, however, we can hardly 
assume that the distress led to anything like the clearly elaborated 
ideas which we find in these anxiety states. Certainly the holding 
of urine cannot be thus interpreted, especially not in the absence of 
any delusions about it, and the same may be said about the refusal 
of food. But it must not be thought, it seems to us, that such a 
symptom as catatonic negativism is necessarily fundamentally dif- 
ferent from resistance with a good cause. The essential of all these 
reactions is probably an attitude of opposition as a protective 
mechanism. That in dementia praecox there exists a negativism 
which is utterly independent of any aflFect or logical idea is due to the 
fact that here automatic mechanisms come into play on account of 
the fundamental disorder of this disease, which unfortunately has not 
yet been clearly grasped by anybody, but which Kraepelin has called 
a disorder of the will. From that point of view we can well under- 
stand that in various psychopathic reactions there may be transitions 
from the more elementary and utterly incomprehensible negativism 
to one which is logically determined. This excursion was necessary 
in order to show how in our opinion the reactions in Case 6, which 
impress us partly as purely negativistic, partly as arising on an aflfec- 
tive basis, should be regarded. 

Interesting is the situation in Case 7 in which we find many peculiar 
inhibitory phenomena not unlike so-called catatonic symptoms, namely, 
the constant interruption of acts and the peculiar interplay between 
agonistic and antagonistic impulses. It is perhaps less remarkable 
that these phenomena are present in this case than it is surprising 
that they are not present in more of them, for they certainly do 
make the impression of a perplexity in action. We are here reminded 
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of a statement by Bonhoeifer^ that in catatonia the alternation of 
n^^tivistic and agonistic impulses produces a typical perplexity. With 
this interpretation in mind we naturally ask whether in our case this 
frequent change in the direction of the impulses does not, in part at 
any rate, produce the perplexity. Although we have not at hand any 
observations of real dementia praecox cases in which the phenomenon 
was present, and have for that reason perhaps no right to pass judg- 
ment on an explanation which refers specifically to those, we are 
mclined to think that Bonhoeffer's explanation is based on the general 
tendency of the Wernicke school to regard "catatonic" phenomena 
in the light almost of focal, or at any rate, fundamental, symptoms 
which give rise secondarily to other manifestations. This, however, 
is, after all, still a hypothesis, and to our mind it is rather unlikely 
that it has any wide application. Certainly, in our case, it would seem 
forced to accept such an explanation, considering the fact that in the 
material here presented perplexity is present so often without those 
"catatonic" phenomena. On the other hand, the assumption given in 
the foregoing that for some reason or other this frequent change in 
the direction of the impulse is a partial manifestation of the entire 
perplexity reaction, is more probable, although we frankly admit 
that we do not know why it should be present in only one of our cases. 
D. Content of the Psychosis. — We next come to the content of 
the psychosis in these cases. In discussing this we will start with 
Case 4. This patient hallucinated freely. The hallucinations were 
almost invariably accusations of various misdeeds. She was called 
a thief, a crook; there had been a fire, a whole crowd got burned, 
dead people were taken out and she was blamed for it. Then again 
she was called a whore, accused of relations with men. Everybody 
was chasing her, suing her, the whole crowd was putting the blame 
on her. But these accusations were not accepted by the patient; 
they had no counterpart in anything like self-accusations; on the 
contrary, she constantly protested against them. In regard to the fire 
she said "They can't blame it on me." About the sexual accusations : 
"I am respectable" — "Why should I go and be bad" — "I have to be 
bad and it is not my nature" — "My heart and soul says I am mar- 
ried — so many people for one person." That the last has a sexual 
meaning is shown by the statement "But they ain't my husband." 
There are some other statements which are not clear in their signifi- 
cance, but it is evident that- the main part of the content is con- 
tained in what is given above. We should add only that to the 



2. Bonhoeffer: Die Psychosen im Gefolge von akuten Infectionen, Allge- 
meinerkrankungen und inneren Erkrankungen. In Aschaffenburg*s Handbuch 
d. Psychiatric, Special Part, Section 3, First half, p. 70. 
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patient these hallucinations evidently gave a sense of great multi- 
plicity, as she said, "Everybody says something different." The essen- 
tial in this seems to us to be the fact that there are numerous 
hallucinatory accusations against which she protests vigorously. The 
condition in Patient 5 was in many ways similar. She, too, had 
many hallucinations accusing her of misdeeds and against which she 
constantly protested: "Whatever I saved, I saved honestly — they 
think I stole things but I didn't," or "I never hurt anybody, never 
harmed any one in my life." Or in the sexual sphere: "I never 
knew any man but my husband," or "They said I had a child before 
marriage, but I didn't" — "I never had anything to do with a negro," 
etc. She also said, "I am innocent of what they are trying to accuse 
me of." Here a new element may enter. While in the utterances 
just cited the patient was clear of what she was accused but denied 
it, it is here possible that she may not even be clear about what the 
accusations are. That this is at times definitely the case in this 
patient is shown in the following utterance: "There is something 
I am innocent of but I don't know what it is." Into the same class 
of phenomena probably belongs her statement, made at times, that 
she did not know what the voices were talking about. Therefore, 
here again we find, essentially, hallucinatory accusations and vigorous 
>rotests against these accusations, together with evidence that here 
and there the accusations are not formulated. 

A transition to the next group is Case 2, which presents a phe- 
nomenon similar to the preceding two cases when the patient said: 
"What do they mean by saying I stole?" Here we have at any rate 
a lack of acceptance of the accusations. She also showed a feature 
which is sim.' r to that which we find in depression, that is, she felt 
she was wicked and asked, "Have I done wrong?" But here the 
striking fact is that she was unable to say in what her wickedness 
consisted. There were, therefore, accusatory hallucinations which 
were not accepted, or when there were no hallucinations she had a 
feeling of wickedness, but this was not formulated or focussed. 
This is a similar principle, therefore, to that which we have found 
indicated in Case 5. We find it again in a marked form in Cases 1 
and 3. Patient 1, in the beginning of our observation, had a few 
well-formulated ideas of self -accusation. She thought she had had 
a miscarriage (unmarried) and was guilty of theft. This soon receded 
into the background, however, and the prominent feature of the con- 
tent was henceforth that she was unable to say about what she 
worried and fretted. She claimed it was too vague, too hazy. That 
this was not merely a desire on her part to hide her ideas is shown 
by the fact that, after recovery, when she cooperated very well, she 
again stated that she really had not known at the time and did not 
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know now about what she had worried. In other words, after a few 
ideas of guilt elaborated as self -accusation in the first days, we find 
essentially a complete lack of formulation or focussing of any con- 
tent associated with her distress. Something similar is found in 
Case 3. Before her state of perplexity the patient had gone through 
a condition characterized by anxiety, with ideas of self -accusation, 
plainly accepted accusatory hallucinations, and other depressive ideas. 
All these ideas referred essentially to the poor care she had given 
to her children or to the fact that her children or her husband had 
been killed. During the state of perplexity the patient was, for the 
most part, no longer able to state about what she worried, although 
an occasional repetition of her ideas of the first period was noted, 
when she said she was bad and had not taken care of her chidren, 
or she spoke of her children having been taken away. Therefore, 
here again is a shifting from what in a preceding state of anxiety 
had been- clearly formulated ideas to an incapacity to state, for the 
most part, about what she was fretting in the state of perplexity. 

Very different, however, are the last two cases, although Case 7 
presents some features which at once show a relationship to the 
patients who constantly protested against accusations. A very fre- 
quent utterance of hers was, **I ain't done nothing," or "I ain't 
done anything to that girl" (a girl she saw on a stretcher while 
she was brought to Ward's Island on the hospital boat, and* who, 
she thought, had been drowned). We have no evidence here of any 
accusatory hallucinations, but only indications of an indefinite feel- 
ing of being accused. Against this she protested. But the most 
prominent feature in this case was her frequent denial that she had 
anything to do with a lot of trivial incidents which happened about 
her, and which she felt had, somehow, something to do with her. 
There was also a constant desire to stop these occurrences. There 
was, therefore, a marked feeling of being responsible for many 
external happenings, which responsibility she, however, denied by 
saying she had nothing to do with them, while she also tried to 
stop them. 

Patient 6 had, like a case of depression, some well-formulated 
ideas of guilt, partly in the form of self -accusation, partly in the 
form of accusatory hallucinations: "I stole from everybody" — "I 
have been in a bad house" — "Everybody says I steal things," or "I 
ought to be locked up in the Court House" — "I am no good, throw 
me in the river," and even after recovery the patient admitted having 
had ideas that she had stolen. But these phenomena were distinctly 
in the background, while in the foreground of the clinical picture, 
as in Case 7, stood a pronounced feeling of reference in regard to 
a great many trivial incidents and constant denials that she had 
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anything to do with them. Thus, when dishes were brought in, she 
said, "These ain't my dishes"; when something was said, "I didn't 
say that," or "I hear boats and whistles ; I never lived on the water," 
or about something else, "That ain't mine," etc. Therefore, here 
again was a feeling of being responsible for external happenings and 
a denial of this responsibility. 

In an attempt to see what is common to all these different types 
of content, we find that running through everything (where there 
is a definite content) is a depressive coloring. It is, moreover, much 
as in depressive states, in the nature of guilt. In the first place, we 
have repeatedly seen definite self -accusation which does not differ 
from that of depressive states, but which is always in the background 
in these perplexity reactions. But then we find what we might 
regard as a projected self-accusation either in the form of a feeling 
of being accused (Case 7 in regard to the death of the girl) or in 
the form of accusatory hallucinations (Cases 4 and 5). In all these 
instances, however, this accusation is not accepted, but violently pro- 
tested against. Another form of projection consists of the peculiar 
ideas of reference which we find so prominent in Cases 6 and 7. 
Here the patient neither accuses herself nor do voices accuse her of 
anything specifically, but she feels guilty about a lot of trivial hap- 
penings in her environment; again, however, denying any responsi- 
bility in regard to them or trying to stop their happening. Next 
we find in Case 2 an example of the patient feeling wicked without 
being able to tell in what way she feels wicked, and in Case 5 its 
more projected counterpart of the patient feeling accused without 
being able to say of what she is accused. It seems to us that this 
leads over to the cases who were quite unable to say what they were 
fretting about. It is interesting that in Case 1, in which this was 
so pronounced, there was at first an expression of definite ideas of 
self-accusation which then vanished, and at the height of the per- 
plexity the patient no longer could formulate what she worried 
about. In view of the general trend of these cases it hardly seems 
an unwarranted conclusion to say that the patient could not formu- 
late her guilt. The same situation evidently existed in Case 3. 

We seem justified in stating, therefore, that whereas in the depres- 
sive reactions there is frequently a feeling of guilt formulated in 
definite ideas of self -accusation, there is present in these perplexity 
reactions also a feeling of guilt, but it is dealt with in a very 
different manner, not to be sure uniformly, but in various ways 
which, however, all come to about the same thing. They are as 
follows: 1. The patient cannot formulate her feeling of guilt. 
2. There is a projection of the feeling of guilt which finds expression 
in accusatory hallucinations which are not accepted or which are pro- 
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tested against. 3. The feeling of guilt may be projected and give 
rise to a marked feeling of reference in regard to many trivial acts. 
But here again the patient denies all connection with them or tries 
to stop them, or, in other words, does not accept them. It appears, 
therefore, that there is either no formulation, or when there is a 
formulation it occurs in the form of a projection and is not accepted. 
Not formulated or not accepted guilt seems, therefore, to be the fun- 
damental characteristic of the content of these perplexity states,^ 

Now in our opinion it would be quite wrong to say that the con- 
tent is the result of the perplexity, in the sense, for example, that 
since there is a certain disorder in thinking, anything like a clean- 
cut formulation of the content is impossible, even if we accepted 
such a possibility a priori. The very fact that in our cases the same 
result is reached in different ways speaks against such an assump- 
tion. It would, of course, be equally wrong to say that the per- 
plexity arises because the content is not formulated or accepted. 
The same problem has repeatedly been discussed in melancholia, where 
the question was asked whether the patient was melancholy because 
he had depressive ideas, or whether he had depressive ideas because 
he was melancholy. The most reasonable attitude in all these ques- 
tions seems to be to regard these various forms of mental reactions 
as units with a more or less definite and consistent symptomatology. 

Considering that the content in these seven cases is so uniform, 
at least when analyzed as we have just done, it is evident that it 
forms an integral part of these perplexity reactions. 

But so far we have taken up only the salient features of the 
content, and it is now still our duty to collect the loose ends. We 
may first consider the feeling of reference. We have seen that 
Patients 6 and 7 had this s)miptom to a very marked degree, and we 
have seen how they elaborated it. The only other patient who also 



3. After the article was finished we came across another case which undoubt- 
edly belongs to this group, and the essentials of which should be added at this 
place because its content showed a slight variation from what has been described. 
The patient who had a pronounced distressed perplexity also had a decided 
disinclination to do anything (shake hands, go to meals, go to bed, come into 
the examining room, etc.), while at the same time he said, "I do not under- 
stand; everything I do makes it worse." In this case evidently the principle 
is not different. He felt that what he did was wrong, in other words, a feeling 
of guilt was attached to his own (trivial) doings. This throws some light on 
what we have called perplexity of action in Case 7, because in the present 
instance the situation is rather more transparent on account of the fact that 
the patient expressed a distinct feeling that his actions were wrong. To these 
cases who certainly showed something like negativism Bleuler's claim seems to 
apply, to the effect that the normal prototype of negativism is to be found in 
perplexity. 
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had a marked feeling of reference was Case 2. She claimed that 
every little thing had a meaning. This case, as was shown, did not 
elaborate this feeling in the same way as Cases 6 and 7. Ideas of 
persecution were present in two of the cases. Patient 4 spoke of 
many people being against her. Patient 5 said people wanted to get 
her out of the way; that somebody had spoken of the electric chair, 
or, she said, "You are going to hang me." It is natural that this 
symptom should exist in these two cases, because they are the ones 
in which accusatory hallucinations were most pronounced. Some- 
what related to these ideas but fitting better into the setting of the 
case than would a direct feeling of persecution is the fact that Patient 
7 often begged to be saved. There are a number of other ideas which 
are quite incomprehensible and evidently not characteristic, as they 
are isolated, such as the idea of Patient 1 that her eyesight would be 
ruined if she had a movement of the bowels, that the urine was 
coming from the wrong place, and the idea of Patient 2 that she had 
turned, into two girls and had glass eyes all over. More compre- 
hensible is the idea of Patient 6 who denied her marriage and her 
married name. We know from experience that this is not an idea 
which is in any way peculiar to these cases, but one which is very 
frequent in all sorts of psychotic reactions. It represents one of the 
fundamental and most common wish-fulfilments which arise from 
the fact that the adaptation to married life is inadequate. 

We finally have to call attention to a set of ideas of which in the 
description of the cases we have spoken as belonging to the sensory 
— unreality complex. We know very little about the origin and sig- 
nificance of these ideas. In their most marked forms they are best 
known to us in anxious melancholias, more particularly those of 
the involution period. In a milder form they occur, for example, 
in more benign depressive states. Without, as we have said, know- 
ing anything about their origip, it has always seemed to us that a 
certain relationship exists between: (1) The feeling that somehow 
the impressions of the outside world no longer call forth the same 
emotional response (expressed in the ideas that nothing makes the 
same impression as formerly, that no satisfaction is obtained from 
religion, that the affection for those formerly loved is lost, and the 
like) ; (2) the more marked feeling of unreality regarding the out- 
side world and the patient's own body; (3) certain peculiar sensa- 
tions; (4) certain of the so-called hypochondriacal ideas.* All these 
phenomena are not uncommon in various states of distress, and it 
is not surprising that we find them now and then in the cases under 



4. Hoch: A review of some recent papers on the loss of the feeling of 
reality and kindred symptoms. Psychological Bull., July. 1905. 
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'^sideration, four of the seven cases presenting indications of them. 

p ^^^^nt 2 said that nothing looked natural, everything looked alike. 

^^ ^^nt 6 complained that all the days were alike, and retrospectively 

5g ^^id, "Everything looked alike; therefore I thought I could not 

g^ -'^g^Tit." Patient 3 said her eyes were spoiled. All these are 

ujj ^^sions which, as we often find, stand for the impression of 

th^ ^'-xralness which the outside world makes. Here may also belong 

5/'aj^^^^^pression of Patient 4 that she was deaf and dumb, and her 

5^e^ ^^^^nt that her lips are dry, her blood is poisoned, that she never 

/ee/:j^^^^s, never coughs, that her body is killed; very likely also the 

^xp^^>r^^^ of numbness of Case 6 and the idea, which undoubtedly 

k ^^ ^ses the same thing, that the blood does not circulate. Whether 

<^<^^ ^^eas of Patient 4 that she is itching and has sores all over, 

"^he womb is twisted, etc., also belong here, is hard to say. 

interest, too, in this connection is the fact that in Case 5 the 

perplexity commenced with such symptoms: "My whole system went 

crash, a heavy feeling came over my whole system" — "Something 

came over my whole system. My lips, my eyes, everything, my 

whole body. I walked as if I were in a trance, all in a quiver." 

This is not an infrequent beginning in cases of depression with an 

unreality complex:' It represents what Janet has called a psycho- 

leptic crisis. 

In other words, in the minor ideas of these patients we have found 
nothing which seems especially characteristic of our cases. Some 
were incomprehensible, some we found to be natural enough in the 
setting in which they occurred, while those belonging to what we have 
called the sensory-unreality complex we are perhaps not surprised 
to find, because they are seen in other reactions of distress. 

We still have to consider the second period of Case 6, and we had 
best do this here under the heading of content of psychosis. The 
condition of this period followed the state of perplexity already dis- 
cussed, and preceded a hypomanic state, the only one observed in these 
cases. The elated mood which dominated the latter at times broke 
through in the condition we are about to deal with. This was evident 
from the fact that, in spite of the prevailing distressed mood, the 
patient could be made to smile rather readily by being smiled at or by 
funny incidents which happened around her. Indeed, even her own 
absurd remarks sometimes produced this. It is inteiesting in this con- 
nection to note that this second period differed essentially from the 
preceding one in the fact that, although there were accusatory hallu- 
cinations of the type with which we have already become familiar and 



5. It also occurs with sudden onset of more marked symptoms in dementia 
praecox, as is well known. 
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which she denied, many of her hallucinations had a grandiose content. 
These she also denied. In the first category, that is, that which corre- 
sponds to the accusatory ideas, belong such things as her protests, "I 
never said anybody was bad" — "I never took any money" — **I never 
led a girl astray" — "I never gave anybody any medicine" — ^"I never 
talked French" (when she heard French spoken) — **I did not make 
that dirt" (when nurse sweeps) — "This is no whorehouse" — "Mr. 
Graham is not my brother" (when she heard graham bread spoken of). 
Here, too, should be mentioned some utterances in which she did not 
make denials in so many words, but her whole attitude and manner of 
speaking them denoted that she did not accept the accusations. This 
was the case when she said, "They say I catterize people" and "They 
say I am a dog." But in strong contrast to these were the grandiose 
hallucinations with their protests, "They say I live on $100 a day — I 
have no money" — "They say I created the earth, that I have lots of 
money, that I have a yacht — I don't." We probably do not go far 
wrong if we consider this peculiar phenomenon, which occurred in a 
setting of an essentially "distressed perplexity" state, but in which 
there was also a certain undercurrent of an elated mood, analogous 
to the grandiose ideas which are sometimes uttered in transition 
stages between a depression and an elation, although it must be 
admitted that this does not bring us any nearer to an understanding 
of the condition. 

CLINICAL POSITION OF THE CASES 

In considering the clinical position of these cases, we must first 
state that we think we have plainly demonstrated by the foregoing 
analysis that they represent a definite reaction type. But we should 
nevertheless ask whether they have not some relationship with some 
of the larger groups of cases. 

A. The Relation of the Cases to Manic-Depressive Insanity. — In 
order to make clear our attitude in regard to these classificatory ques- 
tions, we would say that we do not consider manic-depressive insanity 
in the light of a "disease process" but as a group, most frequently of 
constitutional reactions in the form of affective psychoses, that is, 
psychoses in which most of the clinical pictures have essentially the 
symptomatology of the emotions.® Now have we any reason to regard 
these perplexity cases as having some relationship to these psychoses? 
In this connection we have to recall, first of all, that Kraepelin in his 
textbook speaks briefly of perplexity arising in manic-depressive 



6. This does not cover all the clinical pictures, because the benign stupors 
also belong here, since the internal relationship with the more characterisic 
manic-depressive psychoses is shown partly by transition forms to them, partly 
by combinations with them in the same persons at different times. 
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depressions when the thinking disorder reaches a certain intensity. 
This might, of course, simplify the problem very much. It might 
mean that these cases are depressions with a thinking disorder sufficient 
to bring about a perplexity. However, to our mind it is very ques- 
tionable whether an increased thinking disorder such as the one which 
we find in manic-depressive depression ever can produce a perplexity. 
It must be admitted that a priori it seems not improbable that an 
interference with the intellectual processes may produce perplexity. 
There naturally come to our mind the experiences in certain sensory 
aphasias in which we may see something like a perplexity, or some 
grave forms of arteriosclerotic deterioration which also present a 
certain perplexity at times. But that, of course, does not necessarily 
mean that the specific interference with the intellectual processes found 
in depressive states is also capable of bringing about the same result. 
We have seen that in our cases we are not dealing so much with an 
actual confusion as with a "subjective sense of confusion," and it is 
not likely that an increased thinking disorder would produce only a 
subjective sense of confusion. Above all we have shown that the 
perplexity reaction is one which is so characteristic in its different 
aspects that it seems much more natural to regard it as a unit in which 
the perplexity, the affect of distress, the peculiar content, all are an 
integral part of the whole reaction without there being any primary or 
secondary symptoms. For these reasons we would reject Kraepelin's 
hypothesis for our cases, just as we have rejected the hypothesis of 
Bonhoeifer. Hence it is clear that from this point of view we cannot 
assume any relationship with manic-depressive insanity. 

But we may, perhaps, approach the problem from the point of 
view that the reaction of distressed perplexity is not unlike one of the 
emotional reactions which we see in daily life. A situation may give 
us joy or sadness, it may give rise to anxiety, anger, etc., but it may 
also perplex us. Unfortunately the symptomatology of these various 
normal reactions has, so far as we are aware, never been worked out, 
and it is difficult to say directly whether our cases would correspond to 
a normal perplexity, but we can assume at any rate that distressed 
perplexity is a normal emotional reaction. From this point of view, 
therefore, there is a certain justification in regarding our cases as 
related to manic-depressive insanity. But we have, as a matter of 
fact, also other evidence which speaks in favor of this assumption: 
(1) We have in the analysis of the clinical pictures shown certain 
points of relationship to manic-depressive reactions (the thinking dis- 
order, the disorder of the train of thought). (2) Most cases are 
benign, that is, do not lead to deterioration. (3) We find that two 
and possibly three of our cases belong to manic-depressive families. 
This is fairly clear in Cases 1 and 2 ; the former patient had a sister 
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and a brother who each had a depression followed by recovery; the 
latter's father had a melancholia in advanced years, while her sister 
had a "nervous breakdown." Here we may perhaps also add Patient 3, 
whose brother had an attack of insanity from which he recovered. 
(4) Some of the patients had former attacks from which they recov- 
ered completely, namely, Patients 2, 6 and 7. In Case 2 we cannot tell 
what the attack was like ; Patient 6 had an earlier attack after child- 
birth which began with "feeling blue"; -then she complained of noises 
in the head, seemed to take no interest in anything and laughed in a 
silly manner. It is obvious that with these meager data the condition, 
too, is difficult to interpret retrospectively. We must admit, however, 
the possibility of a so-called mixed manic-depressive attack, especially 
since we have seen "mixed features" in the attack under observation 
which was, moreover, followed by a hypomanic phase. Patient 7 had 
an attack which in many ways (to judge from the few notes available) 
seems to have been like one of distressed perplexity. She was restless, 
distressed, affirmed that she had done nothing wrong, and in answer 
to questions, often said she did not know. Hence three of our patients 
had former attacks from which they recovered. In one of these we 
have not enough data to judge of the nature of the attack, in another 
we have some reasons to regard it as a mixed manic-depressive con- 
dition, while a third was very probably also one of perplexity. (5) 
More important is the fact that when Patient 1 got well she went 
through an unmistakable depression with the feeling of inadequacy 
("I can't make up my mind to act" — "I lost my will power"), so typical 
of manic-depressive depressions, and a marked feeling of unreality 
("Things don't seem quite real" — "affection for family diminished" — 
"don't feel hunger, heat or cold as I used to"), which is also not 
infrequent in these depressions. Moreover, this case commenced like 
a depression. Then again. Patient 6 had a depression before the per- 
plexity came on, while before her recovery she went through a hypo- 
manic state, and the second part of her perplexity phase presented, as 
we have seen, certain manic features. Perhaps, too, the fact is of 
importance that Patient 3 first went through six weeks of an essen- 
tially affective reaction. (6) Finally, we have seen that we probably 
have to regard the ideas of self -accusation present in some cases as 
representing transition features to manic-depressive depressions. We 
see, therefore, that a certain internal relationship of these cases to 
the manic-depressive group actually does exist. 

Here, perhaps, is the place where Case 3 should be separately 
considered. 

Unlike what we found in the other cases, the perplexity here 
lasted much longer, and after more than two years the patient has not 
yet recovered. It is reported that there is still a certain perplexity, 
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but also a good deal of inactivity without any real apathy, however. 
Evidently her affective reactions are still quite pronounced and are 
easily aroused when the topic of her children or her home is touched. 
Then she is apt to cry. It should be emphasized that there are no 
schizophrenic symptoms. In regard to the inadequacy of some of her 
answers, it is well to remember the remarkable difficulty which we 
found, especially in the anxious state of this patient, in getting correct 
answers regarding many data of her life and her orientation. We 
emphasized then her evident illiteracy and her probably low mental 
level. It is probable that the present difficulty may largely be due to 
the same factors. 

The meaning of the long duration of her state is difficult to under- 
stand, but we are certainly not justified in regarding this case as 
belonging to the group of dementia praecox. It would seem wiser, 
therefore, to leave open the question whether it belongs to a larger 
group, and to be satisfied with what it has furnished us for the general 
consideration of perplexity and with the facts as they stand. 

B. The Relation to Toxic-Infectious Psychoses. — There is unques- 
tionably a certain looseness in the conception of the toxic-infectious 
psychoses. For that reason it is a great merit of Bonhoeffer^ to have 
attempted to bring some order into this topic. This he has undoubt- 
edly done, although there is still much work to be accomplished. Thus, 
it seems to us that not enough consideration has been given to a 
differentiation, from other reactions, of those types which are apt to 
be associated with neurologic symptoms and which have the symptom- 
atology of the typical organic deliria. But Bonhoeffer has at least 
shown us certain more or less definite pictures which are apt to occur 
in toxic-infectious conditions. These are, among others, the Korsakoff 
pictures and the organic deliria. But there is also a much vaguer field 
of cases which are called amentia. These amentias may present typical 
manic features and many manifestations of "catatonia" are common 
in them. It is consequently not remarkable that features of per- 
plexity should also occur at times. 

We will here quote two cases which are called amentia by Bon- 
hoeffer,^ and which show the existence of perplexity traits, not in 
pure clinical pictures such as we have here described, but with suffi- 
cient clearness, we think, to enable* one to recognize them as related 
to the reactions which we have outlined, and as will be seen, they are 
cases with a definite toxic etiology. 

The first is his Case 17, a woman who had a fever of doubtful etiology for 
four days. With the fall of the fever there was sleeplessness, restlessness, 
speaking little, refusing food, and she spoke of wanting to kill her husband. 
On the fourth day after the onset she was sent to the clinic. On the way she 
was quite excited, beating about and spitting. Under observation she was found 
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weak, with little motion, and almost mute. Attempts to put her in a bath 
produced anxious excitement in which she appeared to be completely disoriented. 
She also heard accusations and kept protesting against them. The mute con- 
dition was at times interrupted by talkativeness in which she talked of family 
affairs and former experiences, and was distractible. Toward evening there 
was delirious grouping. Next day she was perplexed, surprised at everything, 
called the doctor and then had nothing to say. Retrospectively, she said that 
her anxiety began when she was transferred to the clinic, and that in the 
clinic she thought everything referred to her. 

It is unquestionable that here certain traits, at any rate, are like 
the cases which we have heretofore described — notably, aside from 
the perplexity, the ideas of reference and the accusatory hallucina- 
tions with constant protests. If there was a complete disorientation, 
this, as well as the delirious groping, would denote features of another 
reaction. 

The next is Bonhoeffer*s Case 25. It is a chorea psychosis in a girl of 21, 
in which a state of perplexity also occurred episodically. For some months 
before the onset of the psychosis the patient complained of headache, sleep- 
lessness, took everything to heart, was irritable and could not concentrate. 
Then she began to cry, thought others said she was not working enough, began 
to make incomprehensible remarks and finally had a peculiar attack with turn- 
ing of the eyes, twitching of the whole body, grimacing, and foaming at the 
mouth. Under observation it was noted that she had a marked chorea. There 
were auditory hallucinations and ideas of reference. She was oriented, able 
to give an anamnesis, but had difficulty in concentration and made an occasional 
irrelevant remark. Her mood varied from euphoria to depression. At night 
she slept badly, saw faces on the ceiling, suddenly jumped up and called fire. 
With increasing chorea there was disorientation with dreamlike hallucinations 
for a few days. She saw heads, devils, animals, the emperor, had ideas that 
she had been on an express train, had fallen out of the window, had been in 
Berlin. With this she was distractible, talkative, flighty; a certain insight was 
present, and the patient herself spoke of being delirious. She complained of 
great heat. After six days she became very quiet; there was reduction of 
spontaneous activity; all answers were slow except simple ones. She now could 
no longer give data which she knew at first, was no longer able to read the 
watch, count backward, or count money. In naming objects there were some 
flighty replies and some totally wrong ones (nose-horse). Some apraxic reac- 
tions were present, such as straightening out of body when told to raise her- 
self up, or straightening out of legs when told to get up. Ten days later she 
was mute, anxious, inaccessible, hallucinating. Later she was still monosyllabic 
and somewhat surly. When better she talked about dream fancies she had had, 
pistol shots she had heard, said she thought she had been in a cemetery. Then 
she developed restlessness with numerous utterances denoting perplexity, say- 
ing she did not know what was going on, what things meant, also had a facial 
expression denoting perplexity, there were ideas of reference, slandering hallu- 
cinations, calling her prostitute, and the like. This perplexity was evidently 
transient, but for some time after, the hallucinations and ideas of reference 
with good orientation continued. After this she recovered. 
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Here then we again have a perplexity which shows a number of 
characteristic features, as an episode in an otherwise different clinical 
picture, the whole arising on a toxic-infectious etiology. 

We see, then, that features of this picture, like features, for 
example, of the manic and stupor reaction, may, with others, arise on 
a toxic-infectious etiology, but we also know that the latter two may 
occur in pure form on the basis of such an etiology, and it is therefore 
a priori not impossible that the same may be true for the perplexity 
reaction. The first diagnosis in Case 4 which was made was that of a 
toxic-infectious psychosis. The recent childbirth with some fever 
following, the tendency to subfebrile temperature, together with dry 
lips and coated tongue during the first part of the observation spoke 
for this. It was also thought that the peculiarly incoherent talk, the 
apparent interference with the orientation and the hallucinations 
pointed to it. We now know that the mental symptoms are character- 
istic of a distressed perplexity reaction and not of a more typical toxic- 
infectious psychosis, but from what has already been stated, it is by 
no means excluded that a toxic-infectious etiology may have had 
something to do with bringing about the psychosis. For a further 
elucidation of the clinical position of this case the condition which 
followed the perplexity unfortunately does not help us. She first pre- 
sented for several months a peculiar, atypical, rather disgusted depres- 
sion, with reduction of activity, but ability to speak promptly and 
with the ideas that she was disgusting, rotten inside, covered with 
feces ; that she had no body, no eyes, no teeth, etc., a condition which 
was associated sometimes with a fetid diarrhea and throughout with 
loss of weight and physical exhaustion. Next came a condition essen- 
tially of languor. It is possible that these states, too, may have had an 
essentially toxic-infectious etiology. They certainly are not specially 
characteristic of a manic-depressive reaction, in contradistinction to 
some of the other cases in which we have shown that the perplexity 
was either preceded or followed by typical manic-depressive states. 

C. Relation to Dementia Praecox, — We finally have to discuss the 
relationship of our group to that of dementia praecox. This is 
demanded by the fact that we consider Case 5 to be fundamentally a 
case of dementia praecox. We must begin by stating why in our 
opinion this diagnosis must be made. In the first place, the fact may 
be of some importance that early in childhood and again since her 
marriage she wet her bed and had fainting spells. This may denote 
a degree of lack of adaptation, especially to the marriage situation, 
which may tend toward a dementia praecox constitution. The per- 
plexity state itself was in its essentials not different from that pre- 
sented by the other cases. We have, however, already called attention 
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in the description of the case to a few features which even at that time 
looked somewhat ominous. Here should be mentioned her statements 
that her mind was taken off and that she was hypnotized. Although 
such utterances may occur in benign states, the feeling of passivity 
which they denote has a certain praecox flavor to it. The same may be 
said about a peculiar reaction shown in the midst of her distress when 
she was questioned how many children she was accused of having, 
and she said, with considerable laughter, "A small orphan asylum, I 
guess. I guess they thought I had them like chickens." Then again 
her shameless masturbation in the period following the perplexity was 
suspicious, as were also the retrospective falsifications when there was 
no longer any perplexity. Even more convincing than all these traits 
was the terminal state. She was self-absorbed and slovenly, had 
sudden outbursts of laughter which she motivized in a typical schizo- 
phrenic manner : "I think of funny things," and when asked to explain, 
"I see in the paper 'Hoch der Kaiser,' but I don't like Germans ; sup- 
pose some one does a mean trick and you say *Hoch der Kaiser' to get 
back at them." Again, we must mention the incomprehensible hallu- 
cinations in a setting of general apathy: "Some one said pails of 
jelly, seventeen cents, my father paid for them," or "Some one said 
foundling asylum ; I did not come from foundlings." Also the sexual 
hallucinations in the setting in which they occurred : She claimed a lot 
of "smut" was talked and she added, "I am kept here for the filth of 
social aristocracy." (What do you mean?) "Does not socialism mean 
free love?" Then again we have the spells of sudden screaming and 
attacking others, which without obvious external reasons were found 
later in her psychosis, as well as the total lack of insight when she was 
finally discharged "without recovery," and the fact that she was not 
willing to go back to her husband. Perhaps one more feature should 
be mentioned which seems to us to be a typical schizophrenic mani- 
festation. At one time she said to the nurse that she could have her 
husband, and when confronted with this she said "No, you can't have 
him, he never hurt any one. It is G. you mean." Again, "There are 
two S.'s" (the name of her husband). Especially in view of the fact 
that, as we found later, G. actually went under two names, this shows 
a peculiar identification of two persons which we have frequently met 
in dementia praecox and which we are inclined to regard as rather 
characteristically schizophrenic. We see this phenomenon even more 
definitely in the episode when she mixed up the identity of the woman 
who three years before had given her silver which did not belong to 
her with the woman from whom she was supposed to have stolen the 
towels. Speaking of Mrs. D. (the woman who had given her the 
silver which she claimed was hers, but which in reality she had stolen) 
she said, "She gave me the towels and said she paid for them." There 
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are, then, many points which speak for dementia praecox in this case. 
It is scarcely necessary to add that the fainting spells which occurred 
during this patient's earlier life need not raise the question of epilepsy. 
But in spite of the fact that we have to regard the case as one of 
dementia praecox, the perplexity reaction as such differed in no way 
that we could state from that of the other cases. This is, after all, 
not a new experience. We know, as we have already said, that in the 
case of manic as well as stupor reactions which occur in this soil it 
may be impossible to differentiate them from the same reactions when 
they occur in a benign setting, although there are frequently symptoms 
which are characteristic enough. It is another evidence that these 
states of distressed perplexity represent a typical mental reaction type, 
and we see now that, like some other such reaction types, it may occur 
in various settings. We have given evidence to show a certain rela- 
tionship to the so-called manic-depressive reactions; we have shown 
that something like it, at any rate, may arise on a toxic-infectious 
etiology, and we have now demonstrated that it may occur in the 
course of a deteriorating disorder of the type of dementia praecox. 

FURTHER CONSIDERATION OF ETIOLOGY 

In spite of having touched on the question of the etiology of these 
cases before, it is well to devote a few words to some further con- 
siderations of it. Since three patients had former attacks, this repre- 
sents for them at least a certain evidence that they arise on a con- 
stitutional basis. This would also be suggested by the fact that several 
belonged to families in which insanity had occurred in other members, 
as well as by the fact that there is a certain evidence in some of the 
cases showing a relationship to manic-depressive insanity. We have, 
however, also seen that in Case 4 a toxic-infectious etiology may 
play a role, and in Case 2 it is claimed that after a fatiguing care of 
the husband the patient had an "influenza,'* and that she soon began to 
be sleepless, subsequent to which the psychosis commenced. Unfortu- 
nately, no details are known about this "influenza," and therefore we 
cannot be certain whether it was not simply the beginning of the 
psychosis. 

In constitutional disorders it is always an interesting question to 
look into the precipitating mental causes, and it seems that here we 
have, at least in some cases, some not uninteresting facts. Case 3 had 
a fight with her sister-in-law a week before admission. During this 
the latter pulled her hair and the patient fainted. Then the sister-in- 
law and some other woman threatened the patient with reporting her 
to the board of health and the charities department for not keeping the 
house clean (she was janitress). They also told her she would have 
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to go to the state prison. This was repeated a few days later. At 
that time she fainted again. The perplexity did not come on at once, 
but was preceded by a state lasting six weeks which was characterized 
chiefly by anxiety. 

Patient 5 was told eleven days before admission that she was sus- 
pected of having stolen towels (she was innocent). This at once 
upset her and in a short time was followed by a state of perplexity. 
It is interesting that according to the patient the later statement by 
the woman from whom she was supposed to have stolen the towels 
to the effect that she had not suspected her, made no difference; in 
fact, the patient said, "Then I got depressed without knowing why." 

Patient 6, two months before admission, was falsely accused by her 
stepmother of having stolen some things from the house. It is said 
she turned pale. She at once became dazed, complained of feeling 
dull, later said she felt her memory going. She then seems to have 
had a depression with, for a time, reduction of activity and essentially 
depressive ideas, all of which lasted about two months. Then fol- 
lowed the perplexity. 

Patient 7 was told two months before admission that there was 
gossip going on about her former life (having children by her later 
husband before marriage). She worried about this, but did not get 
abnormal. Six days before admission she had a scene with the girl 
who was chiefly responsible for the gossip. Of this, unfortunately, 
no details are known. She was at once abnormal and soon became 
perplexed. 

It is, in the first place, rather striking that in four out of seven 
cases there should be such obvious mental precipitating causes, and in 
the second place, that these precipitating causes all show a certain 
similarity, since all of them represent accusations. We shall not try 
to go into any explanation of this, but merely conclude that accusa- 
tions seem to be frequent as precipitating factors of these perplexity 
states, but that the perplexity does not always arise immediately, but 
may first be preceded by another form of reaction. 

Prognosis. — It is of some interest that the general duration of these 
cases is not long. Two cases lasted ten days and two weeks, respec- 
tively; four cases lasted from six weeks to three months. In this 
group is included the case of dementia praecox, but of course only 
the phase of marked perplexity is taken into consideration. One 
case (3), which is somewhat difficult to interpret, lasted much longer. 
With the exception of this last case, therefore, there seems to be a 
tendency for these perplexity states to be of rather short duration. 
That of course the prognosis is not only influenced by such considera- 
tions, but must be guided by the facts of the entire case, is shown 
most prominently in Patient 5, who deteriorated as a dementia praecox. 
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CONCLUSIONS 



We have tried to show by an analysis of seven cases of distressed 
perplexity that these attacks represent a definite reaction type, because, 
in spite of certain differences, the cases are remarkably uniform. This 
uniformity was shown in the following features: 

1. They all showed perplexity in their facial expression and in 
their utterances. The latter denoted a feeling of being mixed up 
which referred essentially to being mixed up about the environment. 
Although orientation questions were often answered by the patient to 
the effect that she did not know, or by replies which seemed to denote 
a definite incapacity to understand the environment, it was found, on 
further analysis, that answers could usually be obtained which were 
much better than one was led to expect at first. Therefore, the trouble 
seemed to be more a subjective sense of confusion than an actual per- 
sistent incapacity to elaborate impressions. 

2. All cases showed marked distress. In four this was associated 
with constant, in one with episodic, restlessness, while in two with 
phenomena of inhibition. Among the restless cases two patients 
showed a difficulty in thinking, which may be closely related to that 
of manic-depressive depression. In two others in whom the restless- 
ness was associated with talkativeness, there was a striking disorder 
of the train of thought which consisted in poor arrangement of the 
sentences, unfinished sentences, the tendency to pick up the theme at a 
different place, and repetition. This was regarded as on a par with 
other disorders of the train of thought in psychoses with marked 
affective changes, such as those of the manic or of the anxiety states, 
and therefore as psychologically not unexpected on the basis of the 
entire distressed perplexity reaction. Among the inhibitory phe- 
nomena present we found in one of the two cases mentioned some- 
thing also akin to the retardation of movements and thought found in 
manic-depressive depression, but it was associated with negativistic 
traits (resistance -f refusal of food and retention of urine). The 
other case showed constant alternations between agonistic and antag- 
onistic impulses which, in contradistinction to Bonhoeffer, who 
regarded such phenomena as the cause of perplexity, were here judged 
to be an integral part of the reaction without endeavoring to explain 
why it occurred in only one case. 

3. The content of the psychosis showed, in spite of superficial 
dissimilarities, a remarkable imiformity. It seemed that, just as in 
depression, there is an underlying feeling of guilt which is, however, 
dealt with in a manner totally different from depression. This manner 
of dealing with the feeling of guilt is not uniform, but differs in differ- 
ent cases, though on analysis the different forms were shown to come 
to the same thing. They are as follows : ( 1 ) The patient cannot f or- 
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mulate his guilt. (2) The feeling of guilt is projected and finds expres- 
sion in accusatory hallucinations which are protested against, that is, 
not accepted. (3) The feeling of guilt may be projected in the 
sense that the patient has a feeling that many trivial acts in the 
environment are wrong and that he is responsible for them ; he denies 
all connection with them or tries to stop them; hence here again no 
acceptance. In still another type the patient has a guilty feeling about 
his own acts and consequently hesitates. It appears, then, that either 
there is no formulation, or when there is a formulation it occurs in 
the form of a projection and is not accepted. Not formulated and 
not accepted guilt seems, therefore, to be the fundamental character- 
istic of these perplexity states. Other parts of the content were much 
less characteristic and less prominent. They were isolated or readily 
comprehensible through their setting. The latter was the case with 
some ideas of persecution in the cases with many hallucinations, and 
with the ideas referring to the "sensory-unreality complex," which also 
occurs in other reactions in which there is considerable distress; or 
with the hallucinations of a grandiose character (protested against by 
the patient as she protested against having anything to do with the 
trivial occurrences mentioned) which were accounted for on the 
ground that manic features had entered into the clinical picture at a 
certain point. 

4. As to the clinical position of these cases, it was shown that the 
reaction as such has a certain relationship to the manic-depressive 
reactions, that features of it, and possibly the pure clinical picture, may 
occur on a toxic-infectious etiology, and also that in its typical form it 
has occurred in a case whose further course was that of dementia 
praecox. It was pointed out that the. same is true in the case of the 
manic and the stupor reaction. 

5. It was shown that the reaction as such seems to occur most 
often on a constitutional basis and that plain mental precipitating 
causes are found with uncommon frequency (four cases out of seven), 
and that those found show a certain uniformity in that they all were 
of the nature of accusations-. 

6. Finally, it was pointed out that since in six of the cases the 
psychosis lasted from ten days to three months, this reaction seems, 
as a rule, to be of shorter duration than those, for example, of the 
well known forms of the manic-depressive type. It was also shown, 
however, that a more protracted course may occur. 
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THE PSYCHOLOGY AND TREATMENT OF INSOMNIA IN 
FATIGUE AND ALLIED STATES^ 

BY JOHN T. MACCURDY, M. D. 

CORNELL UNIVERSITY MEDICAL SCHOOL, NEW YORK CITY 

AMONG the commonest of all neurotic symptoms is in- 
somina. In fact it occurs so frequently that it is often 
regarded as a normal variation of habit rather than an 
evidence of disease. We can recognize at least two types 
of this disorder — an organic and a functional. The latter is the 
one to which I wish to direct your attention to-day. Its features 
are familiar to you all. There is difficulty in getting to sleep and 
when the patient does drift off, he is disturbed by troublous dreams 
and easily awakened by chance sounds. The only sound sleep is apt to 
occur when he ought to be leaving his bed. The other type is that of 
early waking, which is probably associated with vascular changes either 
anatomic or functional, inasmuch as it occurs predominantly with ad- 
vancing age. Psychologically the two are distinguishable in the dif- 
ference of attitude toward the trouble. The patient is obsessed with 
his symptoms if they are neurotic, while the organic cases are indiffer- 
ent or make a virtue of their early rising. I do not claim that these are 
the only kinds of insomnia. There may be other varieties and, of 
course, sleeplessness is the natural result of many unpleasant thoughts 
and sensations. The abnormality I am discussing seems, on the sur- 
face, to be more or less primary. Whether the insomnia of anxiety 
states is ever occasioned by such factors as are to be discussed is a 
problem for the future. 

It is probably wrong to say that this disorder is purely function- 
al. In fact my attention was first directed to the problem in cases of 
concussion with consequent fatigue. The symptoms, however, are due 
to psychic mechanisms and these interfere with the natural recupera- 
tion from fatigue. The study is, perhaps, not unimportant as an ex- 
ample of the combined action of mental and physical factors. 

To avoid misapprehension it may be well to define the term "fa- 
tigue" as my use of it may be arbitrary. Continued exertion without 

'Read before the American Psychopathological Association, Atlantic City, June 
1^ 1919. 
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rest leads to a condition of weariness, a desire to rest, a vague malaise 
and a slowing of mentation. Often there is a muscular excitability, 
leading to the well-known "jumpiness," which is probably organic, in- 
asmuch as it may exist independent of anything suggesting tlie neurotic 
If uncomplicated this state progresses to what I term "exhaustion," 
where we see physical collapse or deliria result. This exhaustion shows 
an extraordinary recoverability with sleep which may last for twenty- 
four hours or more. After such a rest a man may be perfectly compe- 
tent both physically and mentally, showing how little sleep is necessary 
for purely somatic regeneration. If opportunity for sleep is denied, 
however, or it be secured in meagre snatches, insomnia develops, and 
the patient, no longer capable of the normal readjustment with rest, 
gets into a chronic condition where varying neurotic reactions are fre- 
quent. A well-defined neurosis is infrequent unless the patient has been 
abnormal before. This indefinite neurotic state is not unlike that seen 
in many convalescents from influenza. The symptoms of this condi- 
tion constitute what I term the fatigue syndrome. 

During the day the patient is fatlguable, often suffers from head- 
aches, and is slow and inaccurate in his thinking. Perhaps the most 
striking feature is restlessness. There seems to be an unnatural alert- 
ness both in body and mind. He not only starts but is startled by 
sounds, his limbs are ever in motion and his distractible thoughts are 
never at rest. Irritability is common, although he may be able to re- 
press it. In the morning weariness and dulness is extreme, slowly he 
wakes up as his restlessness increases, but in the afternoon his energy 
seems to peter out again. If opportunity offers, he may doze for short 
periods, although unable to sleep if he plans to do so. At night he feels 
exhausted, often sleepy, until he prepares to go to bed. Once there 
the most unpleasant part of the twenty-four hours commences. He is 
firm in his determination to go to sleep, fearful that he may not and 
wonders if he can maintain his sanity without more rest. His muscles 
are tense, perhaps holding the head off the pillow. He tosses about 
listening for sounds to disturb him. Thoughts drive relentlessly 
through his tired head, usually centering about the work of the day or 
other problems. These thoughts do not progress in any practical way, 
but wearily iterate and reiterate the same painful details. At last he 
drifts into a hazy state, which is neither sleep nor waking, where vague 
ideas are visualized. The pictures that drift before his eyes (the so- 
called hypnogogic hallucinations) are senseless images that will neith- 
er stay to be examined nor go away and give him peace. He is, as it 
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were, in a room where all the walls are kaleidoscopes. If his days are 
filled with stirring incidents, as with soldiers at the front, snatches of 
these may pass and re-pass upon the stage reminding him of duties he 
feels impotent to perform. Finally sleep of a kind comes, but it is 
light. He tosses restlessly and any slight disturbance will awaken him 
to another long repetition of his hypnogogic struggle. This sleep gives 
little rest, for dreams repeat the tale. He is back at work again but now 
with all the day-time difficulties magnified ten fold. He digs a trench 
with a broken twig, meets the enemy's bayonet with a popgun, white- 
washes a tremendous barn with a tooth brush. And if the task be not 
completed in an impossibly short time, unspeakable consequences will 
result. It is a delirium of fruitless activity. The Greeks who told the 
tale of Sisyphus must have known these dreams. The first deep sleep, 
dreamless or with innocuous experiences, occurs when the exhausted 
patient should be getting up. Finally, struggling with a terrible leth- 
argy, he rouses himself, wearier than when he first lay down. 
Throughout the day he is obsessed with thoughts of the sleep he has 
not had and is often so unhappy as to consider suicide with seriousness. 

So, throughout day and night, body and mind — the organism as 
a whole — seem to act as if they did not want sleep, which only an 
impotent consciousness yearned for. It is as if there were a double 
personality, a weak conscious one fighting against a powerful uncon- 
scious which controlled the behavior of body and mind alike. This 
puts the problem as a purely psychological one which is certainly an 
extreme attitude to assume, considering the obvious presence of organ- 
ic factors. It would probably be more correct to say that the mental 
events express the physical ones and run parallel to them. But, as the 
psychic disturbance seems to prevent bodily rest, it must be an etiolog- 
ical factor in the whole situation and hence worthy of study and an at- 
tempt at modification by treatment. 

Thus far wc have considered the symptoms of this state from the 
conscious and objective angles. If they are to be studied psychologic 
cally we must turn our attention to the subjective side and speculate as 
to unconscious mechanisms as well. Let us recapitulate the develop- 
ment of this fatigue syndrome from this new viewpoint. 

With weariness and its inevitable companion malaise, a desire to 
relax effort and escape from duty develops. This most natural re- 
sponse to a trying situation is impossible physically, morally or for 
both reasons. Hence rest and sleep at night are looked forward to, 
with more than the usual anticipation. The patient yearns for his bed 
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not merely as a pleasant habit but as a haven. In so far as he is physi- 
cally below par, his mind is sluggish and requires the spur of conscious 
effort to keep it functioning at its normal efficiency. Automatic menta- 
tion is notoriously less wearing than conscious focussing of attention, 
hence fatigue is not only increased but becomes associated with the dif- 
ficulty of the day's task. • This cannot but tend towards an antagonism 
to the work at hand. As this may not be indulged, the idea of shirk- 
ing is repressed, becoming an unconscious wish to avoid labor and 
reach a state of inactivity. This unconscious tendency makes itself felt 
when the patient is off his guard, by leading his interest and attention 
away from the question at hand, a process facilitated by the organic 
fatigue of his brain. A faltering of attention is a disturbance of con- 
sciousness and slight though it is this is probably the beginning of a 
psychogenic lapse of consciousness which is the core of our psychologi- 
cal theory. So far as the patient's awareness goes, this is the last thing 
he wishes, hence we find him developing a counter-tendency of absorp- 
tion, even obsession, in his task. To oppose the inclination his mind 
has to drift, he forces his attention not only to his job but to other 
environmental events. This gives rise to a heightened mental excita- 
bility to external stimuli that constitutes the beginning of restlessness. 
In other words, weariness and an instinctive tendency to avoid that 
which occasions it, leads him to concentrate his attention abnormally 
and respond to any environmental stimuli with restless activity. Un- 
consciously lazy, he becomes pathologically active. 

If circumstances decree that sleep be denied the sufferer, all these 
tendencies become stronger. As the difficulties increase in this vicious 
circle, the unconscious becomes more exacting in its demands. At first 
it was only the task which was unendurable, but soon any activity is 
abhorrent and the wish to escape all demands is formulated in a yearn- 
ing for the Nirvana of death. This often finds conscious expression in 
fear of accidents or questions as to the value of life. Death is of 
course a great and final lapse of consciousness, hence any lack of men- 
tal acuity, suggesting the greater loss, is a signal for greater activity. 
The patient seeks to maintain contact with his environment by an ap- 
parently purposeless restlessness. He is in a state where anything sug- 
gestive or symbolic of death both fascinates and repels him. Now sleep 
is a primordial symbol of death, as all of this audience know. What 
it means for our unfortunate patient you can guess. On account of 
its symbolic significance, thoughts of slumber obsess him while his 
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whole being fights against every symptom of approaching asleep, a re- 
action biologically appropriate to its unconscious equivalent — death. 

The nocturnal behavior is now explicable. Lapse of conscious- 
ness has been represented during the day only by a tendency for the 
mind to drift, now the patient proposes actually to give up what he 
has been trying all day to maintain. His unconscious demands death or 
complete abandonment of all earthly struggle, against which his fore- 
conscious (or whatever level of awareness is the home of our biologi- 
cal impulses) is actively fighting. The reactions of the day are conse- 
quently exaggerated. The organism is in conflict, so that the more 
he tries to give away to sleep the more his muscles contract, the more 
wildly do his thoughts circle around his normal environment and prob- 
lems. Obsession with his task takes the form of ceaseless worrying 
over what he did, should have or might have done. Pathologically he 
clings to that which his unconscious would have him lose. Further 
fatigued, his thinking gradually regresses to a primitive type — that of 
images — and the hypnogogic hallucinations have commenced, with a 
content similar to that of his earlier thoughts. These visions are in 
the normal individual the natural precursor of sleep, but to the insom- 
niac they mean that he is losing his grip. Hence they are unpleasant 
and he strives to rid himself of them. So depleted is his energy, how- 
ever, that his efforts avail simply to prolong the period of hallucina- 
tions with insight, rather than to allow them to slip naturally over into 
the hallucinations of dreams. Finally, the tired body wins and a kind 
of sleep is achieved in which awareness of the environment is not lost, 
for any slight stimulus will disturb it. As universal experience attests, 
we sink to a lower moral level during sleep, so it is not surprising to 
find the wish for release from the irksome task reach a plainer expres- 
sion than in waking hours. The unconscious says **Throw over the re- 
sponsibility," consciousness says *Tlay the game." A compromise is 
reached in the fatigue dream, where the occupation of the day is de- 
picted in a form impossible of accomplishment, or symbolized in a sit- 
uation that is ridiculous. This seems to be the meaning of the Sisyphus 
task. 

When the rising hour comes, the patient faces the world with this 
flabbier moral tone. The daily round does not seem worth while and 
a dulled consciousness seeks to rouse the body from bed, although all 
other forces aim at keeping it there. This is a new struggle, not over 
the preservation of consciousness but over its application. The death 
idea does not operate. Just as conscious effort was too weak to bring 
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sleep, now it cannot banish it and the sufferer sinks into a blissful noth- 
ingness or at worst dreams of "something afar from the sphere of his 
sorrow." 

Such, it seems to me, is the psychology of the fatigue state. When 
these ideas were first formulated, I thought their interest almost pure- 
ly academic. Although a psychic sequence could be imagined, culmi- 
nating in the symptoms described, yet I considered these mental events 
to be rather direct expressions of a toxic state. I thought perhaps the 
neuro-muscular excitability (reminding one of strychnine poisoning) 
was a physical expression of the fatigue toxins, while the mental rest- 
lessness represented the psychic analogue, both being compensating 
physiological reactions to abnormal conditions. One does not hope 
for results in psychological treatment of drug or alcoholic deliria, no 
matter how manifest the development of ideas may be to the psycho- 
pathologist. Hence I acquainted a sufferer from insonmia with my 
theory more to observe his reaction to it than with any expectation of 
therapeutic results. To my surprise he responded by quickly gaining 
control of his symptoms. Since then I have made a serious effort to 
formulate the essentials of treatment, with encouraging results. 

The first step has been to explain to the patient the nature of his 
difficulties and reconstruct the development of the vicious circle in 
which he has found himself confined. One who is totally unfamiliar 
with modern psychopathology is apt to be incredulous of his harboring 
a thought of which he is not aware and opposed directly to one which 
obsesses him. But an example from everyday life makes this possibility 
clear. The behavior of a bashful maiden in the presence of her lover 
is cited. Although thinking of him and longing for him all day, when 
he does appear she behaves as though he were not welcome. It is not 
difficult to see that she is protecting herself from an unconscious 
tendency to go farther than her modesty would sanction. It is me- 
chanistically a close analogy to the insomnia difficulties, where the pa- 
tient yearns for sleep constantly but by his behavior seems to reject it 
when opportunity offers. The analogy holds still further in that in 
both cases the subject is irritated by his or her reactions. 

The next stage is to point out that so far all efforts to court sleep 
were doomed to failure, only adding to the fatigue. The patient is 
urged to dismiss sleep from his mind, so far as he is able, and to go to 
bed with the purpose of gaining bodily rest alone. If sleep comes, so 
much the better. If it does not, he is no worse off than he has been. If 
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he succeeds in giving up the idea, he will at least have saved himself 
from one enervating strain. 

Thirdly, he is advised to spare himself from undue exertion eith- 
er physical or mental. According to his circumstances his day is laid 
out for him with its hours for rest, and so on. 

Finally, suggestions are given him for the induction of sleep 
through studious relaxation both physical and mental. He is told to 
relax all his muscles on going to bed, if necessary, going over limbs, 
trunk and head separately. Then he is to give up all critique as to the 
logic or sequence of his thoughts and let them run at random. In other 
words he is to indulge in free associations. Whenever he finds his at- 
tention focussing itself on one topic he must relax that attention. Soon 
he will begin to visualize his fancies and then the effort must be to en- 
hance this tendency rather than to dispel it. He is told to assume a 
passive attitude and watch the visions pass as one watches a parade, 
without straining to scrutinize one rank of the marchers indefinitely. 
One vision must be allowed to follow another without reference to the 
sense or senselessness of the performance. 

When these directions are followed it is astonishing how soon 
results are achieved. In fact one would be inclined to attribute them 
to suggestion were it not for the evidence of psychic reconstruction, 
such as the changed content of dreams record. After two or three 
days the patient seems to have the process of reeducation in hand and 
if he is a normal individual in a suitable environment can continue to 
improve with only occasional words of counsel. 

Two cases may serve as examples of what this form of treatment 
may accomplish. 

The first is of an officer, healthy and of normal make-up, who on 
March 21, 19 18, was buried by the explosion of a shell, received a 
scalp wound and was unconscious for about half an hour. Concussion 
was his chief disability. Half dazed he travelled on foot, in ambu- 
lances and in trains for fourteen hours consecutively. He was then in 
a Base Hospital where he was operated on, merely to clean up his 
wound properly. He remained unconscious all that day. Following 
this he felt intensely tired and found his sleep disturbed. Hypnogogic 
hallucinations of Germans entering his room bothered him almost all 
night long. There was no fear but an uneasy feeling as if he were in 
action and ought to do something about it. With four days' rest his 
condition improved so that he was able to stand a twenty-four hour 
journey to the hospital where I saw him. By this time his sleep was no 
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longer disturbed by hypnogogic hallucinations of Germans, but he had 
visions or dreams of the Front, he could not say which. Sleep was fit- 
ful. For the next twelve days he dozed a good deal during the day 
while his sleep got steadily worse at night. Scenes from the Front 
were constantly before his eyes as he tried to get to sleep. These both- 
ered but did not frighten him. When he did doze off he was constant- 
ly awakened by nightmares different from any I have ever met in an 
anxiety state. In them the death idea came to literal and not implied 
expression. They developed gradually. At first there were dreams 
of trench life in which he had great difficulty in performing his duties, 
he felt '^paralyzed.'' Next came dreams with a presentment of being 
killed in which he felt fear. (These are like those of anxiety states.) 
Finally came most terrible nightmares. Shells or bombs would fall 
around and frighten him mildly, but soon one would land beside him, 
explode and kill him. He would sink down "into great depths" filled 
with a terrible horror and fear. The most striking feature of this 
dream life was that the whole cycle was repeated each night, and each 
time the most horrible climax was the being killed. He always awoke 
in a cold sweat. 

An analytic explanation of his trouble was given him and he was 
advised to welcome the hypnogogic hallucinations. The next morning 
he reported the best night's sleep since he had been wounded. The 
period of hypnogogic hallucinations had been so brief that he hardly 
remembered them. He had a few dreams of trench activity in which 
there was great difficulty, even impossibility of accomplishing his duty. 
In them he was mildly apprehensive but there were no real nightmares. 
It was quite interesting that for the first time he felt no inclination dur- 
ing the day to doze, in fact he said he doubted if he could even if he 
tried. That night he slept well again and had no dreams of death nor 
indeed any in which fear appeared at all. In fact increasing normal- 
ity was shown by the changed setting of his dream experiences. He 
was no longer in the trenches but back in billets troubled by prepara- 
tions for an inspection by the brigadier. The following night his sleep 
was sound. He had two dreams : first, he was on a patrol and en- 
countered a party of Germans suddenly. He felt no fear but was 
awakened by the surprise. He went to sleep again promptly and 
this time dreamed he was away on leave having a happy series of ad- 
ventures in Rouen. Thus did his dream life reflect his changed psy- 
chology, for from then on his sleep was always good. Often pain 
kept him awake for hours, but when it disappeared he would sleep 
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soundly. Occasionally the fatigue dreams of difficult duty in the 
trenches reappeared, but they never developed into nightmares nor did 
they ever prevent his getting a good night's sleep and feeling rested 
the next day. Needless to say his convalescence was rapid. 

The other case may be cited more briefly. I wish to introduce it 
merely to show that the same factors may operate in a civilian. The 
patient was a young Marine, a lawyer by profession. In civilian life 
he had been of an intense, energetic temperament. In the spring of 
19 1 6 he was trying some bar examinations and lost himself in his 
work. Naturally he had little rest and when the examinations were 
finished, he found he could not sleep. When he came for treatment at 
the beginning of June, 191 8, he assured me that he had not had more 
than two hours sleep a night on the average for the previous two years. 
This was probably an exaggeration such as insomniacs are given to, 
but at least he presented the typical fatigue syndrome. He remained 
under my care for a month. After the first few days his sleep became 
better, averaging six or seven hours a night. After a relapse, improve- 
ment was again achieved by appealing to his pride in his will-power to 
rid his mind of the sleep obsession. He rose to this bait and from 
that time on had no prolonged periods of sleeplessness. Unfortunately 
in the environment of a general hospital it was impossible to regulate 
his activity. He was ambitious to do a real man's work and when he 
worked too hard he would have a bad night, although feeling well 
enough until he lay down. After the Armistice I had a letter from him 
in which he reported that after a bitter argument with a medical board 
he was allowed to go to the Front and lived through the whole Ar- 
gonne offensive with no nervous symptoms and had been promoted as 
I saw from the superscription of the letter. 

I offer this sketchy and incomplete work in the hope that it may 
lead to further investigations along this and similar lines. What these 
may be I would like to indicate in a few general remarks. It seems to 
me that, perhaps, the main virtue of this work, if virtue it has, is as 
an example of how psychic processes run hand in hand with physical 
difficulties, so that the treatment of the latter may be hopeless without 
the assistance of the psychopathologist. I would also like to point out 
that the symptoms here detailed are not all of them peculiar to fatigue 
alone. For instance, the extreme restlessness of the involution melan- 
cholic is, possibly, associated with ideas of death. Certainly the lat- 
ter are always present in plain or implied terms, and an extraordinary 
number of these patients begin their illness with some months of in- 
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somnia, which only sinks into the background as conscious ideas of 
death and hypochondriacal features invade the field. A more interest- 
ing analogy is found in those cases of epilepsy who have a prolonged 
aura, in whom as you all know loss of consciousness is a phobia. Most 
of them have tricks they employ to maintain consciousness. Two fea- 
tures are common to all these expedients. They first try to get their 
minds off their obsessive fear and second they fix their attention on 
something in the environment in order not to lose contact with it. This 
latter is, of course, what the fatigue case is apparently doing with his 
restlessness. In fact, it was a study of the subjective phenomena of 
the epileptic aura which first directed my attention to this possible ex- 
planation of the restlessness in the other group. 
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GENERAL PURPOSES 

The National Committee for Mental Hygiene and its affiliated state societies 
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MENTAL DISORDER IN ADOLESCENCE 

MILTON A. HARRINGTON, M.B. 
PaycMairio Institute, New York 

ADOLESCENCE is generally recognized as a critical period 
in the mental life of the individual. Not only is it a 
period during which disorders are very apt to develop, but it 
is also a time when the mental balance of probably every boy 
and girl is disturbed to a greater or less degree. This is 
shown in a variety of ways, as, for example, by a tendency to 
become irritable and discontented or to indulge in daydreams 
and romantic fancies. The changes in behavior and disposi- 
tion which young people display at this time frequently make 
them difficult to deal with and cause a great deal of trouble 
and worry to those who are responsible for their care and up- 
bringing. 

Now why is the mental balance so frequently disturbed 
during adolescence? It is because this is a period of transi- 
tion, a period during which the habits and tastes of the child 
are being replaced by those of the adult. Childhood is merely 
a preparation for adult life. During childhood, the individual 
develops, under the shelter of the parental wing, those quali- 
ties of mind and body which he must have before he can lead 
an independent existence. Adult life, on the other hand, is 
the productive period. When the individual enters upon this 
phase of his existence, he ceases to depend on others for guid- 
ance or protection. He becomes self-supporting. The train- 
ing which he has received as a child he now utilizes in the 
performance of useful work. He also performs a procreative 
function, begetting children and caring for them until they, 
in their ium, have attained full development and are able to 
take their places as productive members of society. 

And since the child and the adult lead such different lives, 
nature has given them diflferent mental qualities. To each 
has been given the type of mind that fits him for the life he 
must lead. For example, since the child must depend upon 
his parents and other ** grown-up folk'* for guidance and 
support, his mind is of a type that, as a rule, impels him to 
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submit readily to their authority; since in games and mimic 
straggles he must train both body and mind for the serions 
activities of later life, his play instinct is very active. He 
also possesses an active instinct of curiosity which leads him 
to acquire a knowledge of the world about him, and he dis- 
plays a tendency to imitate his elders that gives him a famili- 
arity with types of reaction that in later life are likely to 
prove useful. Since the adult, on the other hand, must regu- 
late his own life, he is, as a rule, more self-reliant than the 
child and less willing to submit to the will of others. Since 
he must perform a procreative function, he has active sexual 
and parental instincts which impel him to marry, to beget 
children, and to care for them. Since he must be a productive 
member of society, his inclinations turn less to play and the 
acquirement of general knowledge and more to those forms of 
activity which serve some practical purpose. 

Adolescence is the period of transition from childhood to 
manhood. During this period, the boy's instincts undergo a 
profound change. The tastes and inclinations that belong to 
childhood give place to those of adult life. New desires, new 
interests, new trains of thought are awakened. The boy dis- 
covers that the various activities and pleasures which hitherto 
have made up his life no longer satisfy him. He must, there- 
fore, alter his manner of life in order to bring it into harmony 
with these new tastes and desires. He must discover how he 
may best satisfy the new instinctive demands that have 
awakened within him or how he may hold them in check when 
to satisfy them is impossible. Not infrequently he fails to 
handle these emotional forces in a satisfactory way, and that 
is why the mental balance is so often disturbed at this time. 
When the boy is unable either to gratify or to regulate these 
newly acquired impulses and desires, a state of emotional 
tension is produced as the result of which he is irritable and 
ill-tempered, the dammed-up emotional forces finding outlet 
in bursts of temper. Or these forces may find outlet in various 
other unwholesome forms of activity. For example, he may 
give outlet to his sexual impulses in the practice of masturba- 
tion, and not infrequently, when he fails to find in the world 
about him the means of satisfying his desires, he turns for 
satisfaction from reality to daydreams and a world of his own 
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imagining. Sometimes he is impelled by these forces, which he 
has not yet learned to control, to forms of behavior that get 
him into serious difficulties, and in certain cases his thought 
and conduct may depart so radically from what is normal as 
to constitute a psychosis. 

The following illustrative case will serve to show something 
of the mechanism by means of which the instincts that become 
active during adolescence may give rise to abnormal forms of 
thought and conduct. 

The case is that of a Jewish boy who lived in the congested 
tenement district in the lower East Side of New York City. 
He lived in a small and none-too-clean apartment with his 
father, mother, and elder sister. None of the family was 
emotionally well balanced. The father was an excitable man 
and a victim of * * nervous indigestion. ' * He had a very violent 
temper and was a tyrant in the home. Conversation was 
always hushed when he entered the house. The mother was a 
timid woman, continually worrying over trifles. She suffered 
from a mild form of diabetes which her physician claimed 
was due to her ** nervousness. '* The sister was an excitable, 
hot-tempered young woman who, when her brother angered 
her, as he did quite frequently, would scream aloud, attack 
him with her fists, bombard him with dishes, knives, forks, or 
anything else that came to hand. The boy himself had always 
been quite unstable. On the one hand, he was timid and easily 
frightened; on the other, he possessed a violent temper to 
which he gave free rein on the slightest provocation. This 
lack of control was, of course, to be expected in view of the 
emotionally unstable stock from which he had sprung. More- 
over, the environment in which he lived was not conducive to 
tranquility of mind, nor was the example set by the older 
members of the family such as to lead him to cultivate his 
powers of repression and self-control. But in spite of his 
emotional instability, he had been able to get along fairly well, 
both at school and at home, during the pre-adolescent period. 
This, no doubt, was due largely to certain good qualities that 
he had which tended to offset his faults; for he was intelligent, 
industrious, affectionate, and conscientious. 

On the approach of adolescence, however, at about the age 
of thirteen or fourteen, he began to show, in a very marked 
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degree, the increased irritability which, as I have already 
pointed out, young people not infrequently display at this 
time. This of course was to be expected. Different i)eople 
react diflferently to the same situation or emotional strain, and 
the type of individual who would show the most irritability 
under the emotional strain of adolescence is the one who, like 
this boy, is by nature excitable and lacking in self-control, 
who has all he can do to control his temper at the best of times. 

He also developed at this time a great liking for the theater; 
he wanted to be continually going to vaudeville and moving- 
picture shows. Now this craving for pleasure and amuse- 
ment, which is a marked characteristic of young people 
generally, is another result of the stirring of new emotional 
forces. The boy turns to various forms of amusement in an 
attempt to satisfy his newly awakened desires. He turns to 
them as a means of emotional outlet. And of the pleasures to 
which he may turn none has a stronger or wider appeal than 
the theater. The adolescent is dissatisfied with the life he is 
living. He longs for something new and different. He wants 
excitement, adventure, romance. The theater gives him all 
this. It takes him away from his own unsatisfactory life into 
one which is thrilling and fascinating. Moreover, since he is 
able to identify himself to a certain extent with the actors on 
the stage or screen, he is able, in witnessing their portrayal 
of intense emotion, to give outlet and expression to his own. 

About the same time, the boy began to grow disobedient 
and difficult to manage. Here, again, he was merely mani- 
festing a tendency that is quite common in adolescence. It is 
normal for a boy, during this period, to develop a spirit of 
independence which impels him to draw gradually away from 
parental control until in course of time he attains to the con- 
dition of adult independence. This readjustment of the rela- 
tion of parent to child is frequently not accomplished without 
a good deal of difficulty. Much depends on the boy himself. 
If he is lacking in judgment and self-control, his tendency to 
assert himself may lead him to act in a foolish and unreason- 
able way that will render him a very hard problem for his 
parents to deal with and may carry him along into courses 
of conduct that will give rise to serious trouble. Often, how- 
ever, the fault lies largely with the parents. If, as not infre- 
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quently happens, the father is tyrannical and domineering, if 
he refuses to allow the boy the steadily increasing degree of 
liberty of action which is his due, he is standing in the way 
of the boy's normal development, and the result is likely to be 
a conflict between parent and child which, however it turns 
out, cannot but have bad results. K, on the other hand, the 
parent is weak and overindulgent, the boy may get completely 
out of hand before he is able to regulate his own life properly, 
and the result may be equally disastrous. 

Li the present case, we have all the factors that stand in the 
way of a satisfactory adjustment. We have, in the boy him- 
self, an individual who is lacking in self-control and who has 
always shown a tendency to be carried away by his emotions 
and impulses. We have parents who are lacking in judgment 
and emotional balance. It is not surprising, therefore, that 
the development in this boy of the tendency to assert his inde- 
pendence should give rise to serious difficulties. His mother 
was weak and indulgent. With her he was not only defiant 
and disobedient, but also gave way freely to his tendency to 
irritability. If she told him to do anything, he not only 
refused to do it, but allowed himself to fly into a rage. His 
reaction toward his father, although equally unhealthy, was 
quite different. This was because his father, instead of erring 
on the side of overindulgence, was harsh and tyrannical. The 
boy did not dare to give way to outbursts of temper in his 
father's presence or to defy him openly. But the spirit of 
revolt was not quenched merely because it was so harshly held 
in check. On the contrary, it was probably stimulated 
thereby, and it impelled the boy to use the weapon that the 
weak and timid have always used against the strong. He 
resorted to deception. As a child, he had been fairly honest, 
but now he began to lie. If his father told him to do anything, 
he would say that he had already done it, or else promise to 
do it and then not keep his word. 

About this time he became dissatisfied with going to school. 
He wanted to leave it and go to work. This was not due to 
any trouble with his teachers or fellow students. As a matter 
of fact, he had always gotten along very well with them. He 
was merely showing another of the reactions that boys com- 
monly display during this period. There are a number of 
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factors lying back of the desire of the adolescent boy to leave 
school. In the first place, there is the stirring of new instincts 
and desires and the awakening of the new trains of thought 
which they suggest. These absorb the boy^s attention and 
make it hard for him to concentrate his mind upon his lessons. 
As a result, they become difficult and distasteful to him, and 
he wishes to give them up. In the second place, because the 
life he has been leading fails to satisfy the demands of his 
newly awakened adult instincts, he becomes restless and dis- 
contented. He longs to make some radical change in his 
manner of life. For this reason, the idea of exchanging the 
schoolroom for the office or shop appeals strongly to him. 
The third factor is the spirit of independence which now 
develops. The boy chafes under the authority of parents and 
teachers and sees in leaving school and going to work a means 
of escaping from it. This undoubtedly was an important factor 
in the case we are considering. The boy himself states that one 
of the reasons why he wished to leave school was that he 
might get away from his teachers, who were strict with hiuL 
A fourth factor is the desire of the boy to earn money, so that 
he will have the means of indulging his taste for the theater 
or other forms of amusement which, as I have already pointed 
out, now begin to make a very strong appeal to him. Finally, 
there is the stirring of newly awakened adult ambition, a 
desire to get started on what is to be his life work. This the 
average boy expects to find in the world of business, not in 
the schoolroom. We all turn to the kind of work that is con- 
genial or that we think will be congenial, not merely for the 
material rewards that we hope it will bring to us, but for the 
satisfaction, the emotional outlet, that we find in the work 
itself. This tendency holds true of the boy as well as of the 
man. He is impelled to leave school because he desires to find 
some occupation in which he will get a degree of satisfaction 
that his studies do not give him, in which he will find a satis- 
factory outlet for his emotions. 

This motive probably played a particularly strong part in 
the case we are considering. In this boy, the inherent fond- 
ness for trading and handling money, which is such a marked 
characteristic of his race, was very highly developed. From 
childhood, he had always shown this inclination toward a 
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commercial pursuit. It is not surprising, therefore, that he 
should show, more than does the average boy, a keenness to 
get started on a business career. That his inclination toward 
business was largely due to the satisfaction he found in the 
work itself is shown by the way he responded when the school 
children were called upon to assist in the sale of war-savings 
stamps. They were allowed to absent themselves from their 
classes at this time in order to go out and sell stamps. Of 
course it was to be expected that a boy might take up this 
work merely in order to escape from the classroom and the 
authority of his teachers. In such a case, however, he would 
probably work rather half-heartedly, being satisfied if he 
sold merely enough stamps to justify his absence from school. 
But this boy threw himself into the stamp-selling campaign 
with tremendous energy. He worked early and late, selling 
more stamps than any of his fellow students. In this he was 
not actuated by a desire for profit, for he received no remu- 
neration for his efforts. He was not actuated by patriotism, 
for he knew little about the war and cared less. In fact, his 
leanings, in so far as he could be said to have any, were 
pacifistic. He was actuated, as he himself said, merely by the 
fact that he found the work congenial. He liked selling things 
and handling money and found in this form of activity a 
means of emotional outlet. 

Now, in selling war-savings stamps, he was reacting to the 
demands of his nature in a fairly healthy way. He was allow- 
ing his emotional forces to find outlet, as our emotional forces 
always should find outlet, in the performance of useful work. 
But his love for trading and handling money, combined with 
his antagonism to his father, presently carried him into quite 
a different course of action, one that was quite unhealthy and 
that was to give rise to very serious diflSculties. While walk- 
ing along the street one day in the part of the city in which 
he lived, he saw some boys selling various articles to a man 
with a pushcart. The idea struck him that he might take 
some things from the house, belonging to his father, and sell 
them to this man. From what we know of the boy, we can 
easily see why this idea would appeal strongly to him. In the 
first place, it gave him an opportunity to gratify his taste for 
trading and handling money. In the second place, it was one 
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way of combating his father. His father had refused to 
permit him to go to work and earn money for himself. Very 
well — he would obtain money by selling his father *s property. 
In the third place, by providing him with money, this course 
of action enabled him to indulge his craving for the theater, 
which, as I have already pointed out, was very strong. 

So he got into the habit of taking from the house articles 
belonging to his father and selling them to the peddler. A 
good deal of the money obtained in this way he spent in 
attending the theater. He never took property belonging to 
any one except his father, and the reason for this we can 
easily understand. He did not take things belonging to people 
outside of the family because that would have been plain 
stealing, and he was at heart really an honest boy. Property 
belonging to some one in the family, however, was in a sense 
partly his own, and he probably did not feel that he was com- 
mitting any great sin in taking it. But he did not steal from 
his mother or sister because, to quote his own words, **they 
had very little and I had pity on them. ' * His father, however, 
held the purse; he was the wealthy one of the family. More- 
over, it was his father against whose authority he was in 
revolt and whom he felt impelled to get the better of in any 
way possible. 

In behaving as he did, this boy was actuated by the same 
emotional forces that, under more favorable conditions, impel 
the individual to make those readjustments in his habits of 
thought and conduct that are required of him as he grows 
into manhood. In the present case, however, these forces, 
being poorly controlled and directed, served only to get him 
into serious diflSculties. He was, as I have already pointed 
out, naturally timid and easily frightened. It is, therefore, 
not surprising that after stealing from his father, he began 
to worry about the possible consequences of his acts. He 
feared punishment. He learned that his father had talked 
to his teachers about him and had been advised to place his 
case in the hands of the Jewish Big Brothers. The boy 
knew very little about this organization and, in his fear and 
ignorance, pictured it to himself as some kind of a detective 
force that would have him followed and, if they found him 
doing anything wrong, would **send him away.*' Dogged by 
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his own fear and sense of guilt, he was always expecting to 
find the Big Brothers on his track. If people looked at him 
on the street, he thought they were shadowing him. He was 
always looking behind him. When he attended a moving- 
pictiMre theater, he was in constant fear. After a picture had 
been shown and the lights were turned on for a vaudeville 
act, he would feel afraid that some one would see him. His 
heart would beat violently and he would look around to see if 
there were any one present who was going to get him. He 
always went out of the theater when a picture was being 
shown because then the house was dark. He would not go out 
when it was lighted because, if he did, he might be seen and 
made a prisoner. 

It may seem strange, when he was so much afraid of the 
possible consequences of his wrongdoing, that he should have 
continued it. The tendency to continue doing something that 
is harmful to us, even where we are much concerned over the 
possible consequences of our acts is, however, a thing that we 
see every day in ourselves and in those about us; especially do 
we see it in those who, like this boy, are lacking in self- 
control. It is due to the fact that our conduct is not the result 
of our reasoning processes, although reason may modify it 
more or less. It is due to emotional forces that tend to find 
outlet in those forms of behavior to which we are predisposed 
by habit or innate tendencies. In fact, a man may seek relief 
from the emotional tension produced by a perception of the 
evil plight in which he finds himself by indulgence in the very 
habits to which, as he himself clearly realizes, his evil plight 
is due. Thus we find a man who is very much concerned over 
the state to which his bibulous habits have brought him going 
off and getting drunk as a means of relieving his feelings. I 
have known a boy to masturbate as a means of getting relief 
from the emotional tension that resulted from concern over 
his bad sexual habits. 

In the present case, it would appear that one of the reasons 
why this boy stole and spent the money so obtained in going 
to the theater was because, by so doing, he was able to find a 
certain amount of emotional relief and more or less forget, for 
the time being, the unhappy situation into which he had been 
brought by the very practice to which he now turned as a 
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means of getting relief. His own words bear ont this hypothe- 
sis. He says: 

**I was afraid they would catch me, bnt I couldn't stop. I 
had the habit. I tried to stop; it forced me back again to take 
some more. I felt nervous when I didn't take anything. 
When I took something, I felt rather better, and when I went 
to the theater and spent the money, I felt better still." 

The boy's fear of his father and the possible consequences 
of his wrongdoing finally caused him to run away from home. 
He had taken a watch from his father's desk, and after he 
had pawned it, he did not dare to return home. So he stayed 
away from the house until midnight and then tried to steal in 
unobserved after the family had gone to bed. But as he 
entered the apartment, he heard his father pounding on his 
desk. He concluded that he must be very angry. This 
frightened him so much that he at once slipped out of the 
house again and stayed away for three days, spending his 
time wandering miserably about the streets. As the weather 
was, at this time, too cold for sleeping outdoors, he would 
enter the subway in the evening and ride back and forth on 
the trains all night, getting what sleep he could. Finally, 
driven back home by hunger and fatigue, he stole into the 
house at night, after the family had retired, and lay down 
in the corridor, not even daring to go to his own room. The 
following morning, when the family arose, they found him 
lying asleep on the floor. 

After his return home, he was so overcome with shame, on 
account of what he had done, as well as fear of the punish- 
ment that he expected to be meted out to him, that he could 
not bear to face his father, and when the latter attempted to 
interrogate him, he begged to be allowed to go into the next 
room, so that they could talk with the door between them. 
The average parent, in such a case as this, would probably 
have treated his son with a good deal of gentleness and con- 
sideration. This boy's father, however, gave way instead to 
a violent outburst of temper — threatened to choke him and 
said he would have him locked up. If these threats were 
made in order to deter the boy from indulging in any further 
escapades, they failed entirely of their purpose. In fact, they 
produced exactly the opposite effect, for his father's threaten- 
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ing attitude so stimulated his fear that, after he had been 
home only three days, he was impelled to run away a second 
time. This time he was absent four days, the last twenty-four 
hours of which he spent hanging about within sight of the 
house, anxious to return, but not daring to do i^o. His sister 
finally discovered him sitting on a bench in a small park 
across the street from where he lived, and took him home. 

When he returned this second time, he was in a somewhat 
dull, stupid state, as a result of exhaustion and lack of sleep. 
His father, noticing this, absurdly supposed that it might be 
due to some drug and that this might also account for the 
peculiar way in which he had been behaving. He, therefore, 
proceeded to interrogate the boy along this line. Now the 
poor fellow was in a demoralized condition where he could 
easily have been induced to plead guilty to almost anything. 
Moreover, it seemed to him likely that, if his father believed 
that he had been acting under the influence of a drug, he 
would blame him less for his misconduct. He, therefore, 
admitted that his father's suspicion was correct. Pressed 
then for information as to the nature of the drug and where 
he had gotten it, he had to say something, so he said that it 
was a pink powder and that the Chinese laundryman had 
given it to him. 

After these episodes, the boy felt so ashamed and dis- 
tressed over his misconduct that he began to be quite seclusive 
in his habits. He could not bear to face his teachers and 
fellow students, who, so he believed, knew all about his 
troubles and the way in which he had been behaving. For 
this reason, he now remained away from school altogether. 
The same feeling of shame made him shrink from meeting his 
friends and neighbors, and his desire to avoid people led him 
to remain shut up in the house. His father, probably because 
he had begun to be seriously concerned about the boy's 
mental condition, now appears to have allowed him to do 
pretty much as he liked. So he spent practically all of his 
time indoors, held there a prisoner by his own feelings of 
shame and fear. In this prison of his own making, he had no 
amusement or occupation in which he could find satisfaction 
or emotional outlet. He, therefore, became more tense and 
irritable, his pent-up emotions finding outlet, on slight pro- 
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vocation, in violent bursts of temper, during which he would 
swear, throw things about, and smash articles of furniture. 
This tendency to fly into a rage was much aggravated by his 
elder sister, who was continually nagging him, calling him 
thief, crook. Chinaman, or flying into a rage herself and 
attacking him with her fists. 

He was now in such distress that, when his father finally 
took him to a physician for a mental examination, he 
welcomed the idea of being committed to a hospital for the 
insane, as a means of escaping from his difficulties. He did 
not himself believe that he was suffering from a mental ail- 
ment, but he was very unhappy in his own home. He was 
ashamed to meet the people who knew him, and he saw in this 
step a means of getting away from an intolerable situation. 
Moreover, he was in deadly fear that some punishment would 
befall him for his wrongdoing — that the school authorities 
would have him arrested for playing truant, or that some one 
— the Jewish Big Brothers perhaps — would take action 
against him for having stolen from his father. So when he 
was examined by the physician and was asked if he could see 
figures on the wall, he said that he could, hoping that this 
would be regarded as evidence that he was insane. But the 
doctor apparently suspected him of lying, for he told his 
father that he was not insane, but merely **a bad boy.'* Later, 
when he was taken to Bellevue for observation, he suggested 
to his father that he should tell the physicians there that he 
took drugs, because he thought that, if they believed this to 
be the case, they would be more likely to keep him. 

From Bellevue he was sent to Manhattan State Hospital, 
where he was admitted to the Psychiatric Service. His atti- 
tude in the hospital, as soon as he had gotten over his first 
feeling of strangeness, was one of intense relief at having 
escaped from the home situation and all the difficulties that 
beset him there. He was, on the whole, quite cheerful and 
well behaved, and did not show any of the irritability or 
violence of temper that he had displayed while in his own 
home. He was, however, a very timid boy and would worry 
excessively over trifles. For example, if he were sunmioned 
to the physician's office, he would at once begin to worry over 
all the unpleasant things that might be in store for him — the 
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possibility that he had done something wrong for which he 
was to be reprimanded or that the physician was going to 
transfer him to another ward — and he would arrive breathing 
rapidly and looking much perturbed. 

He was at first inclined to be reticent about the events that 
led up to his commitment, but by the exercise of a little 
patience and tact, it was possible to get his confidence, and 
then he talked over his troubles with a fair degree of frank- 
ness. He manifested a good deal of shame and remorse in 
regard to his own misdeeds; frequently he would choke with 
emotion and his eyes fill with tears. Nothwithstanding the 
difficulties he had had with his father and sister, he showed 
no resentment toward them and never attempted to blame 
any one but himself. He said that he wanted to remain in 
the hospital for a time. The family was going to move to a 
different neighborhood in the course of a few weeks, and there 
the people would know nothing about him or his troubles. 
When the family got settled in their new home, he hoped to 
return to them, get his working papers, and go to work. He 
remained in the hospital for about four months and then 
returned home and went to work as he had planned. Since 
then he has gotten along fairly well, and apparently his family 
has had no further serious trouble with him. 

Now the cause of this boy^s psychosis — for I think we are 
justified in calling it by that name — ^was his failure to adjust 
himself to the new emotional forces that become active with 
the onset of adolescence. But why should he fail thus miser- 
ably in making an adjustment which most boys are able to 
make successfully t The fault lay primarily in his own per- 
sonality — ^his hyperexcitability and lack of self-control, in the 
weakness of character that predisposed him to react to his 
difficulties in an unhealthy way. But much also depended on 
external circumstances — the treatment he received from his 
father, the unwholesome environment that made the task of 
adjustment unnecessarily difficult. There is little reason to 
doubt that if he had been properly handled from the first, the 
history of his case would have been quite different. A few 
talks with some one capable of understanding his difficulties 
and giving him counsel and advice would probably have been 
enough to modify his attitude and lead him to react to his 
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impulses in a better way. It might, however, have been neces- 
sary to remove him for a time from the home environment 
which was affecting him so unfavorably; for with this boy, as 
with so many of onr unstable iadividuals, it is evident that 
the home was about the worst possible place for him. 

This case has been presented as a concrete example to show 
what was meant by the statement made at the beginning of 
this article — that the mental disturbances so frequently seen 
in adolescence are due to the difficulty the individual 
encounters in adjusting himself to the demands of the emo- 
tional forces which become active at this time. It might now 
be well, for the sake of clear thinking, to state somewhat more 
definitely just what is meant by the term ** mental adjust- 
menf Mental adjustment may be defined as the process by 
which the individual is brought into harmony with his 
environment and the demands of his own nature. In order 
that we may be impelled to perform those functions required 
of us as individuals and as members of society, nature has 
given us certain appetites and insti^cts which, as a rule, give 
rise to useful forms of behavior. Sometimes, however, cir- 
cumstances are such that it is neither possible nor desirable 
to gratify them. It is, therefore, fortunate for us that within 
certain limits we are able to modify and control these forces, 
so that they will not impel us to seek the impossible or bring 
us into conflict with our own best interests or the best interests 
of our fellows. A man is not in harmony with himself or his 
environment when the demands of his appetites or instincts 
are unsatisfied. To adjust himself, to restore this harmony, 
he must do one of two things: he must if possible so modify 
his environment as to obtain from it that which his nature 
demands, or he must modify his tastes and desires so as to 
bring them into harmony with that which is possible of attain- 
ment. Life is one long series of adjustments and readjust- 
ments, for we are constantly finding ourselves in new situa- 
tions to which we must react either by modifying the 
environment to match our demands or by modifying our 
demands to fit them to an environment that we are unable to 
improve. Some people make these adjustments well. Some 
make them very poorly. For example, one resigns himself 
cheerfully to the inevitable; another, unable to modify the 
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demands of his nature to fit the sitnation, frets and chafes 
under it, or even is carried along by emotional forces he 
cannot control into unwholesome habits of thought and con- 
duct, which may depart so far from the normal as to consti- 
tute a psychosis. 

But it is in adolescence that the ability of the individual to 
adjust himself is, as a rule, most severely tried, for, as already 
pointed out, he has, owing to the new appetites and desires 
that now awaken, to make one of the most radical readjust- 
ments required of him at any period of his life, and in his 
efforts to make this adjustment, he is severely handicapped by 
his ignorance and inexperience. He has to deal with new 
emotional forces of great strength, but of the nature and sig- 
nificance of these forces he knows very little. He does not 
know whether they are good or bad, whether he should yield 
to them or hold them in check; so he is carried along by a 
blind impulse seeking some means of emotional outlet, some 
source of satisfaction. This outlet, this satisfaction, he must 
find in his dealings with his fellows, in work and play, in the 
adjustment that he makes with the world about him. But of 
this world, also, he as yet knows very little. He does not 
know how or where he may obtain from it the means of satis- 
faction which his nature demands. So he gropes his way, 
seeking more or less blindly some adjustment that will satisfy 
his needs, and in this blind groping there is great danger that 
he may fall into unwholesome or undesirable habits of thought 
and conduct. 

But even where his impulses lead him toward a satisfactory 
adjustment, there is danger that he may be prevented from 
reaching it by misguided parents who have different views. 
His parents may exert their authority to prevent him from 
ordering his life as the needs of his nature dictate, forcing 
upon him instead a manner of life that is in conformity with 
their own views and desires, but that for him makes a satis- 
factory adjustment impossible. So we find that the weaker or 
less fortunate ones at this time are unable to adjust them- 
selves. In some this failure to adjust shows itself merely in 
an emotional disturbance which may not swing beyond the 
limits of what we are accustomed to regard as normal. In 
others, however, it results in unwholesome habits of thought 
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and conduct, in bad sexual practices or antisocial acts, and in 
certain cases it manifests itself in types of mental reaction 
which we are accustomed to regard as manifestations of 
mental disease. Of these cases, some after a time are able to 
correct their unwholesome tendencies and ultimately succeed 
in making a more or less satisfactory adjustment; while in 
others the faulty types of thought and behavior, instead of 
being corrected, only become more fixed as time goes on. 
These cases usually end up in hospitals for the insane, where 
they are labeled ** dementia praecox^' and find their way to 
the chronic wards, there to spend the remainder of their lives. 
In conclusion, I should like to point out that in preventing 
the development of these unhealthy types of mental adjust- 
ment, we have a very important field of work and one in which 
very little has as yet been done. We have at present an 
elaborate system of schools and colleges in which at great 
expense we cram the heads of the young with languages, 
history, and mathematics, but we do little or nothing to assist 
them in handling the vital problems of their own lives. There 
are very few boys, or girls either, who would not be the better 
for some assistance and guidance during the adolescent 
period. There is many a one with whom it would make all 
the difference between becoming a useful member of society 
and becoming a permanent inmate of a public or private insti- 
tution. The time to deal with our functional disorders is 
before they have developed. We must prevent the develop- 
ment of such cases by helping the adolescent boy or girl to 
make a wholesome adjustment to the demands of his instinc- 
tive nature in the first place, for by the time he reaches a 
hospital for the insane, he has conunonly departed so far from 
normal habits of thought and conduct that our attempts to 
reeducate him are of very little use. The biggest field for the 
psychiatrist in the future must be, not in the hospitals for the 
insane, but in the conununity at large. We must have psychia- 
trists in the schools, for conunonly it is there that incipient 
mental disorder first shows itself. We must have more mental 
clinics, and as time goes on and the public becomes better 
educated in regard to the subject of mental hygiene, we shall 
also find a steadily increasing demand for competent psychia- 
trists in private practice to whom parents can bring their 
problems and receive assistance and advice. 
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BELIEF AND MENTAL ADJUSTMENT 
By Milton A. Harrington, M.B. 

acting senior assistant physician, new YORK STATE PSYCHIATRIC INSTITUTE, 

ward's ISLAND, N. Y. ; INSTRUCTOR IN PSYCHIATRY, CORNELL 

UNIVERSITY MEDICAL COLLEGE, NEW YORK CITY 

It is a curious fact that, in certain types of mental disorder, one 
may find the patient holding the most absurd beliefs about certain 
things, while in regard to every other subject, he shows a soundness 
of judgment and mental vigor which is in no way inferior to that 
of the average normal man or woman. It is unreasonable to sup- 
pose that such false beliefs are due to any physical disease affecting 
the brain, for how could any injury to the brain destroy the sound- 
ness of a man's judgment on one or two subjects but leave him free 
to reason quite logicaly in regard to all others? What then can be 
the cause of these delusions? 

For an answer to this question, we must turn to and consider the 
reasoning processes of the so-called normal. One frequently finds 
people who are keen and shrewd holding to views that are obviously 
unsound. These absurd beliefs, however, as a rule cause us no sur- 
prise, nor do they awaken in our minds any doubt as to the sanity of 
the people by whom they are held. This is because we can see the 
causes which have given rise to them. They are the result of passion 
or self interest, and wc are all of us familiar with the power of emo- 
tion and desire to warp the judgment and give rise to obviously false 
beliefs, even in the minds of men who are above the average in 
shrewdness and intelligence. Now the purpose of this article is, 
first, to show by means of an illustrative case, that the false beliefs 
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we are accustomed to regard as manifestations of mental disease 
are also, sometimes at least, the result of passion or desire, just the 
same as false beliefs occurring in normal individuals, and then to 
discuss the questions of why our emotions and wishes play such an 
important part in determining belief, and why, in certain cases, they 
give rise to beliefs so illogical and absurd as to lead people to regard 
them as evidence of some underlying mental disease. 

The case I wish to present is that of a man whose life had always 
been singularly cheerless and barren. He had never had the usual 
pleasures or means of emotional outlet which play such an impor- 
tant part in making life worth while for the bulk of mankind. He 
had grown up in the country, the son of an alcoholic father who was 
harsh and cruel to him. His home had been cheerless and unlovely. 
Most of his time, during early childhood, was spent helping with the 
work on the farm so that he never had the usual opportunities to 
play with other boys. He only attended school at irregular intervals 
when his services were not needed at home. At an early age he 
had been taken from school altogether and put out to work for " an 
old skinflint." After this he continued to work as a laborer in the 
rural district where he was born until he was twenty-nine years of 
age when, owing to his parents' failing health, he returned home and 
took charge of the farm. He had never mixed much with his fel- 
lows but when, between the age of thirty and forty, he became quite 
deaf he grew, if possible, still more solitary in his habits. He had 
absolutely no friends or companions and after the death of his 
parents, his mother dying when he was forty-three and his father 
several years later, he lived quite alone, working his farm by him- 
self, doing his own housework even to the baking and washing and 
only coming^ into contact with his neighbors when he had business to 
transact with them. Leading this solitary and unwholesome Hfe, he 
developed a variety of absurd practices and beliefs. He indulged in 
what he called " trances," in which he danced, sang and performed 
a variety of absurd antics all by himself. He heard imaginary 
voices and saw visions. But in spite of these mental peculiarities, 
he was able to run his farm, to save money and in his queer hermit 
way to ^e:ct alon^ fairly well up to the age of sixty-five, when he be- 
came somewhat depressed, felt he was old and worn out and at his 
own request was sent to a hospital. 

Let us trace, step by step, the development of this man's mental 
peculiarities and see what the causes were which gave rise to them. 

The first peculiarity he displayed was seclusiveness, a tendency 
to avoid the society of his fellows. This although perhaps not in 
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itself a manifestation of mental disease, nevertheless is of impor- 
tance because out of it grew the more striking peculiarities which 
developed later. It is therefore necessary that we should consider 
the causes which produced it. Seclusiveness, although it may de- 
velop, partly at least, as a result of inherited predisposition, is fre- 
quently in the main the result of circumstances. Whether the shy 
and sensitive person learns to mingle with his fellows or not depends 
largely on the conditions under which he grows up. Sociability is 
an art which must be acquired, although of course all people do not 
show the same aptitude for it. Ordinarily, the boy develops social 
habits from being thrown into intimate contact with other boys at 
school and at play. But the man whose case we are considering did 
not have the usual opportunities to develop such habits. He had 
during his childhood, as we know, but little opportunity to play or 
mix with other boys, most of his time being spent working alone on 
his father's farm. Therefore his social tendencies were not given an 
opportunity to develop during the early formative period of life 
and, after he grew to manhood, the life that opened up before him on 
his f ather*s farm made it easy for him to continue in later years the 
habits formed in youth. Then another potent factor developed 
which served to cut him off still further from his fellows. This was 
his deafness. The loss of hearing makes social intercourse so diffi- 
cult that even the most gregarious natures show a tendency to draw 
into themselves when they become deaf. For one who was shy and 
sensitive and had never learned to mix with people, it would natur- 
ally prove an almost insurmountable barrier to all social intercourse. 
Now because a man keeps to himself, it does not follow that he 
has no desire for companionship. Man is a gregarious animal and 
is seldom satisfied to live alone. As a rule, when he does so it is not 
from choice but because a barrier of some kind shuts him in. What 
could such a barrier be? There is one that to a greater or less 
degree tends to check the social impulses of all of us. That bar- 
rier is shyness. Shyness has its root in the concern we all feel 
regarding the attitude of other people toward us. It manifests itself 
in a tendency to shrink from any situation where we may be sub- 
jected to ridicule or be unfavorably received. Thus we are shy when 
conscious of any peculiarity or defect in ourselves that might give 
rise to adverse criticism. One feels shy in a formal gathering if he 
thinks he is not properly dressed for the occasion. We are likely to 
feel shy in the presence of anyone of whom we stand in awe. Thus 
a man may be embarrassed in the presence of some important per- 
sonage or when obliged to appear before a large number of people 
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at once, being in th^ latter case impressed by the sheer weight of 
their numbers. A man does not as a rule feel embarrassed in the 
ordinary situations of life or in the presence of his every day asso- 
ciates. Here it may be said that familiarity has bred contempt. It 
is in the unusual situations that shyness manifests itself, the situa- 
tions that awaken his self consciousness, his doubts and concern as 
to what kind of an impression he may create. Since it is the unusual 
or difficult situation from which we tend to shrink, we can easily see 
why the sensitive person who has for any reason been so unfortunate 
as to develop seclusive habits will feel a tendency to avoid his fellow 
men altogether. Being accustomed to live entirely alone, every situ- 
ation in which he is thrown into contact with them will be for him, 
an unusual one and so make him self conscious and embarrassed. 
We can, most of us, appreciate the shyness which makes a man fear 
to speak from a public platform but we seldom stop to think that 
for one man it may be a more unfamiliar and trying ordeal to par- 
ticipate in the smallest and most informal social gathering than it 
is for another to stand up and address a vast audience. The man 
of solitary habits is stiff and awkward when in company. He does 
not know what to say or do. He is painfully conscious of his own 
shortcomings which, of course, only makes them worse. So al- 
though he is hungry for companionship, he comes away from every 
such experience with a feeling of relief and an inclination to avoid 
similar experiences in the future. 

But this hypersensitiveness of the seclusive person not only 
serves to wall him off from his fellows; frequently it also makes 
him antagonistic to them. Being so keenly aware of his own blun- 
ders, his own awkwardness and stupidity, he feels that everyone 
else must notice them also and that therefore he must be an object 
of ridicule and dislike. He tends to think that every laugh is at his 
expense. Every careless word is for him a rebuff. Therefore he 
develops the belief that people are against him and not only avoids 
them but comes to assume toward them the same attitude of hos- 
tility which he imagines they feel toward him. 

With this explanation we can understand what happened in the 
present case. This man longed for companionship but, being of a 
sensitive nature and still further handicapped by his deafness, he 
was unable to break through the solitary habits formed in youth. 
Then like others similarly situated, he began to believe that he was 
regarded with ridicule and dislike. In his case circumstances were 
particularly favorable to the development of such a belief because, 
in the first place, his deafness which helped to cut him off from 
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social intercourse, also by preventing him from hearing what those 
about him were actually saying, made it possible when he saw peo- 
ple talking or laughing together to imagine that they were saying 
things about him; in the second place, living the life of a recluse, 
he had developed many peculiarities, so that he really was more or 
less an object of derision in the rural community where he lived; 
no doubt he frequently was made the butt of his neighbors' none 
too delicate jokes and these experiences formed an excellent ground- 
work for his belief that people were against him. 

Thus it was that he came to cherish two desires, a d-esire for 
companionship and a desire for revenge on those who had insulted 
and jeered at him. As he drudged away in his solitary round of 
farm duties, he indulged in fancies and day dreams in which these 
desires were gratified. He pictured to himself a wise and powerful 
friend in whose society he would never be lonely and who would be 
so superior to the people who had insulted him that their contempt 
would be turned into envy. He dreamed of this superior being 
punishing his neighbors for the slights he had suffered' at their 
hands and, as he had invalid parents to care for and also suffered 
more or less from ill-health himself, he pictured this protector as 
having a knowledge of medicine that would enable him to treat both 
his parents and himself when they were ill. Then, because he found 
comfort and satisfaction in so doing, he began to assume that such 
a person really existed and the outcome of this was that, in course 
of time, what at first had been only a pleasing fancy g^ew into an 
actual belief. He came to believe that there was a real person 
watching over him whom he called the " Spirit Doctor." In this 
belief he found a good deal of comfort and satisfaction, as is clearly 
shown by his own words. He said, " He (the Spirit Doctor) is very 
robust. He will live longer than me and take care of me all my 
life. He is a great comfort. The neighbors don't like it; they're 
envious. I am disliked. I don't like their society. He is so much 
better company than they are. They're so ignorant compared to 
him. If it hadn't been for him I would have been obliged to pay 
the local doctor two dollars and a half a visit. He takes an interest 
in me because I'm a poor fellow and he's not selfish. Lots of times 
he has punished people who have imposed on me. He humiliated 
them." How he punished an<i humiliated these people will be shown 
presently. 

Having turned from reality to make believe as a means of ob- 
taining satisfaction, it is not surprising that, upon the extravagant 
beliefs in which he first sought to find satisfaction, he should build 
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others still more absurd so that he soon began to interpret the little 
ordinary events of everyday life in ways that pleased his own fancy 
and that lent support to the extravagant ideas he had already de- 
veloped. Thus it came about that he began to find satisfaction in 
assuming that trifling incidents or misfortunes which befell his 
neighbors were the work of his powerful protector and were meant 
to punish them for insulting him. For example, he told of one occa- 
sion when the grocer insulted him and was punished by the Spirit 
Doctor who caused him to make a mistake in his change. He told 
of another when this same man, having insulted him, had tried to 
set a pail on the scales but the Spirit Doctor madte it fall off and 
when he set it up a second time it again fell off. In this absurd rea- 
soning we see merely a concrete example of the fact that one false 
belief breeds another ; when a man begins to indulge in faulty meth- 
ods of thinking they tend to become habitual and to lead him farther 
and farther astray ; moreover, the false beliefs which he builds up 
serve in their turn as premises upon which to build other beliefs 
that are still more extravagant until in course of time a man, who 
perhaps to begin with was by no means lacking in intelligence or 
judgment, loses himself in a hopeless tangle of absurdities. 

Absurdities of belief must inevitably lead to absurdities of con- 
duct. A man's behavior is largely determined by what he thinks 
and his judgment cannot be seriously impaired without his conduct 
being affected also. So it was in the present case. This man's ab- 
surd beliefs had been developed as a means of satisfying his emo- 
tional demands but he did not stop at merely indulging in pleasing 
fancies. In certain cases he carried this game of make believe still 
farther by acting as if the things he imagined were really so. Like 
other people, he felt the need of recreation. He craved the emo- 
tional outlet that is to be found in music, dancing and competitive 
games. The conditions under which he lived however offered but 
little opportunity for gratifying these demands; moreover they 
could not be gratified under any conditions except by performing 
the, for him, impossible feat of breaking away from his solitary 
habits and mixing with his fellows. Following therefore what had 
grown to be his customary type "of reaction, he sought to satisfy his 
desire for emotional expression by resorting to make believe. He 
says that he had been at " mesmeric shows " where the subjects had 
been put into a trance in which they seemed to see angelic hosts and 
in which as a matter of fact the " professor " said they actually did 
see them. He thought that it would amuse him to pretend that he 
too had trances. So he used to play at going into a trance in which 
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he would dance and sing or box or fence with an imaginary op- 
ponent like the subjects he had seen in the " mesmeric shows." And 
while at first he appears to have realized clearly that these games 
were nothing more than make believe, he ended up by almost con- 
vincing himself that they were genuine. To quote his own words, 
" I found out afterwards that they were real, not just monkeying." 
It is stated that in these trances he sometimes used to make a great 
deal of noise, singing and shouting in such a loud voice that his 
neighbors could hear him half a mile away. 

Now although he found a good deal of satisfaction in* these 
trances, his pleasure was considerably marred by a realization of 
their absurdity. He saw that he was indulging in a very childish 
performance. He knew that the noises he made were not particu- 
larly melodious, that his antics were ridiculous and uncouth. He' 
himself said that, by indulging in them, he " shamed his poor old 
father almost to death." He was keenly aware of the fact that he 
was making himself an object of derision in the eyes of his neigh- 
bors. The dissatisfaction to which a true realization of this situa- 
tion gave rise he sought to overcome in the way that had now become 
habitual to him. He developed ideas in regard to his trances that 
were more conducive to comfort and satisfaction than was the real- 
ity. He overcame his shame at his childish behavior by convincing 
himself that it was not childish at all, that his trances were really 
wonderful experiences sent by his friend the Spirit Doctor to im- 
prove his health and circulation. He developed a comfortable satis- 
faction with his clumsy antics and unmelodious vocal efforts by 
assuming that the Spirit Doctor was guiding and controlling his 
movements so that he was really giving wonderful exhibitions of 
dancing, fencing and boxing and that his shouting and singing was 
not mere noise because the Spirit Doctor had" conferred upon him 
a marvellous ability to " play like a lot of instruments and sing like 
a lot of voices, all men and women in perfect unison." One can 
easily imagine the added pleasure and satisfaction to be found in 
singing and dancing by a person who was able to convince himself 
that he was giving such an extraordinary performance. As for the 
ridicule of his neighbors, having convinced himself that his behavior 
was not absurd at all, he was able to dispose of that without further 
ado by attributing it to envy of his superior accomplishments. 

The device he had hit upon for giving outlet to impulses he 
would otherwise have been obliged to hold in check, he proceeded to 
use as a means of satisfying a variety of emotional demands. For 
example, it has already been pointed out that he felt a good deal of 
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resentment against his neighbors who he believed regarded him with 
ridicule and contempt. Sometimes when these people insulted him — 
or at least when he thought they did — ^he would become very angry 
and feel a strong desire to "call them down." He did not do so 
however, probably because he was of a timid nature and was afraid 
of what the result might be ; instead he gave outlet to his anger by 
shouting a lot of senseless gibberish and then making himself believe 
that in doing this he was acting under the direction of the Spirit 
Doctor and was calling his enemies down in some foreign language. 
This type of reaction, from his point of view seems to have been 
highly satisfactory. On the one hand, it gave hirti an outlet for his 
emotion and the pleasing sense of having "called down" the object 
of his anger in a very superior way. On the other hand, it was a 
perfectly safe performance since the man called down, not under- 
standing what was said to him could not very well resent it. He 
made use of this means of expressing his anger once after coming 
to the hospital. An attendant having offended him, he retaliated by 
shouting a lot of gibberish. Afterward he told the physician about 
it. He seemed pretty well satisfied with his own performance, said 
he did not know what language the Spirit Doctor had used in speak- 
ing through him but thought it was probably Italian, neither did he 
understand what he had said to the man but he knew it was " pretty 
aggressive." In a general way this reaction is not so very different 
from that of the normal individual who gives expression to his anger 
by muttering under his breath the abusive epithets that he dare not 
speak openly or actually does what this man only pretended to do, 
relieves his feelings by saying insulting things to a person in lan- 
guage he does not understand and therefore does not resent. 

But this man's indulgence in make believe and self deception not 
only distorted his reasoning processes and gave rise to absurdities of 
conduct ; it also caused him in course of time to be seriously misled 
in regard to his perceptions of sight and hearing. In the first place, 
in his trances he had not only indulged in a variety of absurd antics 
but also had pretended that he could see "angelic hosts" like the 
subjects he had seen in "mesmeric shows." The mental pictures he 
was able to call up in this way however never had the vividness of 
reality and he never succeeded in deceiving himself as to their true 
nature; there were however two periods of his life during which he 
saw visions that were much more vivid and were evidently of quite 
a different nature. One cannot be certain as to just what these 
visions were. Probably they were nothing more than mere dreams 
or the so-called hypnagogic hallucinations which many normal peo- 
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pie experience when just dropping off to sleep for they never ap- 
peared to him except in the darkness and after he had retired for 
the night. There was therefore probably nothing particularly ab- 
normal in the visions themselves. What was abnormal was the atti- 
tude of mind which led him to attach an entirely false significance 
to them, an attitude of mind due to habits of thought which were 
steadily leading him farther and farther away from the solid ground 
of reality. During both of the periods in which these visions oc- 
curred he was under an unusually heavy emotional strain and they 
were evidently an expression of the thoughts and desires that domi- 
nated him at the time. It will be worth our while in passing to con- 
sider rather briefly the content of these visions since they throw a 
good deal of light on the man's emotional conflicts and the ways in 
which he attempted to deal with them. 

The first time he saw these visions was after sustaining severe 
financial losses. His barn had burned and a local bank had failed, 
carrying off a large part of his hard-earned savings. He was now 
living quite alone, his parents being both dead, and as he lay in bed 
at night he used to see women come into his room. Describing these 
visions he said, " there were tall girls and short, all kinds, and they 
used to get right into bed with me. They wanted me to hire them 
to come and live with me and I felt sorry and ashamed because I 
was poor and could not afford to take them in." Evidently the 
visions of these women who came to his room and begged to be taken 
in were an expression of his own desires, his longing to have a 
woman with him in the house, to make a home for him, to relieve his 
loneliness and also to satisfy his sexual demands. But these desire 
were apparently closely related to his concern over the loss of his 
meney. How is this to be explained? I am inclined to think it was 
due to the fact, although he himself may not have been clearly con- 
scious of it, that money meant to him the mean5 of satisfying his 
desires. He wanted companionship, the gratification of his sexual 
demands, all the pleasures of life, but his seclusiveness was a barrier 
which prevented him from going out and finding among his fel- 
lows, in the only way possible, the means of obtaining satisfaction. 
His energies and interests were therefore deflected into other chan- 
nels, into other forms of activity which were really a more or less 
blind groping after the things his nature craved. He saw in money, 
as we all do, something which can be exchanged for the good things 
of life. He felt more or less vaguely perhaps that, if he only had 
enough of it, it would be the " Open Sesame " to the gratification of 
his desires. His thoughts and efforts therefore turned to the acqui- 
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sition of wealth until, as frequently happens, money became an object 
in itself and he almost lost sight of the uses to which it may be put 
and which make it a thing worth struggling for. But, in the back 
of his mind, there always remained a more or less vague realization 
that the money for which he toiled so hard was not merely so many 
dollars in the bank but was the means by which he was going to 
secure at some future time the good things of life which he so 
greatly desired. Then, when his money was so sudd'enly snatched 
away, its loss called up vivid pictures of the things it represented, 
things he now felt had passed entirely beyond his reach. The vision 
of the women who came to his room begging him to take them in 
and his shame and sorrow because he was poor and could not afford 
to do so were, therefore, merely an expression, somewhat fanciful 
as dreams usually are, of his own desires and of his grief over the 
loss of his money which made it impossible for him to gratify them. 
The second period during which he saw these visions was sev- 
eral years later. These later visions also were an expression of 
unsatisfied desires and are of interest to us because they show the 
conflict that went on at this time between his sexual instinct and 
what for lack of a better term we may call his moral sense, and 
also, which is more important, because they show the way in which 
he reacted to these opposing forces. He states that he had some 
disreputable neighbors and the Spirit Doctor made him see pictures 
at night of the things that went in their houses. They were degrad- 
ing lascivious scenes. The people were of that sort. He, himself, 
had always been decent. Because he did not wish to see these 
scenes, he hung curtains and blankets in front of his windows to 
shut them out, but it did no good, so finally he even went the length 
of leaving his bed and going out to the barn to sleep in order to ^t 
away from them. Now evidently these "lascivious scenes" were 
merely a vivid expression of his own erotic fancies from which the 
moral side of his nature impelled him to turn away, this moral im- 
pulse being so strong that it even caused him to leave his bed and 
go out to the barn to sleep in order to escape them. But he found, 
as have many others, that the demands of his own nature were not 
to be escaped in this way. Being then unable to get away from his 
erotic fancies and at the same time unable to give them free rein 
without doing violence to his self respect and ideas of decency, 
w^hat was he to do? What he did was to follow his habitual prac- 
tise of self deception. He overcame the dissatisfaction which re- 
sulted from his inability to inhibit his sexual ruminations by dis- 
claiming responsibility for them. They were not an expression of 
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his own desires. He himself had always been decent. They were 
visions of what went on in the homes of his neighbors who were 
"that sort." This belief he apparently found to be quite a satis- 
factory one. The contemplation of his lascivious mental pictures 
now no longer caused him shame or humiliation; on the contrary 
being a manifestation of the moral degradation of his neighbors 
whom he disliked, they produced in him instead an agreeable sense 
of his own moral superiority. 

Here we see a type of reaction that is by no means confined to 
those we are accustomed to regard as mentally deranged. The prac- 
tise of gratifying our own disreputable desires by allowing our 
thoughts to dwell on the real or imaginary misdeeds of others is one 
of which even the most righteous are sometimes guilty. Hence the 
love of scandal, the desire to expose and dwell upon the frailties of 
others so frequently seen in those whose own lives are patterned 
rigidly upon the strictest moral code. These individuals whose 
pride or moral scruples prevent them from yielding to the demands 
of their instincts am! in many cases from even admitting that they 
feel such demands, find a vicarious satisfaction in allowing their 
thoughts to dwell on the indiscretions of their weaker brothers and 
sisters while at the same time they compensate for this indulgence 
and get a pleasant glow of moral superiority and self approval by 
severely condemning the vices that appeal to them so strongly. 

This man's indulgence in pretense and make believe also led 
him in course of time to hear imaginary voices. These were not 
mere episodic occurrences like the visions but continued without in- 
termission over a good many years; moreover they occurred not 
only at night but also in the daytime during what was undoubtedly 
clear waking consciousness. They were therefore evidently quite 
different from his false perceptions of sight and, in order to under- 
stand them, it will be necessary to consider certain of the processes 
which underly all perception and how these processes make it pos- 
sible for a person to see and hear things which have no existence 
outside of his own imagination. 

People commonly assume that when they perceive a thing, this 
perception comes entirely from without, that it is due altogether 
to the sensory impressions they receive at the time. This view 
is incorrect. Perception depends not merely upon the registering 
of sensory impressions; memory and imagination. also play an im- 
portant part. A little reflection will show this to be so. Every- 
one knows that familiar things are perceived clearly under con- 
ditions in which unfamiliar things can scarcely be perceived at 
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all. For example, if we look at an unfamiliar face in a dim light or 
from a considerable distance, we may be unable to obtain a clear 
impression of it, while a well known face under the same conditions 
is seen quite distinctly. Or again, if we look at words written in 
unfamiliar characters or an unknown tongue, we may be unable to 
make out what they are, while other words, no more distinct but 
written in familiar characters and in our own langauge, are read 
without difficulty. What is true of sight is also true of hearing. 
The familiar word or phrase we seem to hear perfectly even when 
mumbled in a low and indistinct voice while a foreign word or any 
unfamiliar combination of sounds must be pronounced very care- 
fully if we are to be at all certain as to what it is. The explanation 
of this lies in the fact that we fill up the gaps in our imperfect sen- 
sory impressions from memory or imagination. We see or hear 
enough of a thing to get an idea of what it is and then from the 
storehouse of memory we call up a picture or image of the thing 
perceived which we superimpose, as it were, upon the more or less 
vague picture painted by our senses. The t^ impressions thus 
obtained fuse in consciousness to give us a single fairly clear pic- 
ture which we tend to regard as an actual auditory or visual impres- 
sion. Thus since we are all of us continually seeing and hearing 
much that is really not conveyed to us by our senses, we are all of 
us, in a sense, hallucinating every day. 

This process of supplementing our visual and auditory impres- 
sions with images drawn from the storehouse of the mind is a very 
important one. The function of our senses is to keep us informed 
regarding our environment so that we may adjust ourselves to it. 
We require a clear appreciation of our surroundings and it is a 
matter of secondary importance where or how we get it. Our sen- 
sory impressions are as a rule vague and incomplete, much more so 
than we realize, and if we were obliged to depend upon them alone 
we should be very badly off indeed. So we can see how important 
it is that they should be supplemented in this way. If it were not 
for this process most of the words we hear spoken would be mere 
indistinct noises, most of the things we look at would have no mean- 
ing in our eyes. In fact we may even go so far as to say that with- 
out the aid of these pictures painted by memory, perception as we 
know it would be absolutely impossible. It was this fact which led 
Hclmholtz to compare the perception of external objects to an in- 
terpretation of signs, the visual and auditory sensations being re- 
garded as signs of which the mind takes no more note than is nec- 
essary to learn their meaning. 



Digitized by 



Google 



BELIEF AND MENTAL ADJUSTMENT 205 

But this process of superimposing memory image upon sense im- 
pression, although an essential part of perception, makes it possible 
for us to be rather easily misled in regard to what we seem to see 
and hear. The pictures which we superimpose upon our sense im- 
pressions may in certain cases be quite different from the reality so 
that we seem to see and hear things which have no existence outside 
of our own imagination. A great many cases of such false percep- 
tion have been reported. For example, Binet tells of a young man 
walking in the woods in the evening who distinctly saw in a clear- 
ing a large fire lighted with Gypsies camped about it. The night 
was dark and the place lonely. The young man was afraid ; he lost 
his head completely and brandishing the stick he held in his hand, 
he dashed furioudy into the Gypsies' camp to find himself a moment 
later standing alone in the middle of a pond, feeling the chill of 
water which rose as high as his knees. A Will-o'-the-wisp was 
flickering on the surface of the pond and it was this shining spot 
which had called up in his mind the picture of the camp fire with 
the Gypsies around it, a picture which for him had the vividness of 
reality. Everyone of us has been misled in this way to a greater or 
less degree. What mother has not seemed to hear the voice of her 
child crying and on investigation discovered that what she heard 
was only the moaning of the wind? Is there anyone who at some 
time or other has not seen in the indistinct shape of a bush or stump 
the form of a lurking enemy? We are all of us constantly being 
misled in regard to what we see and hear but we are so accustomed 
to the fallibility of our perceptions that our tendency is to correct 
these errors almost automatically. Sometimes this tendency to 
think we see or hear that which is merely suggested to our minds is 
played upon with more or less deliberate purpose. For example, it 
is utilized by the artist who is able to suggest the presence of certain 
things in a picture by one or two clever strokes of his brush. We, 
looking at the picture afterwards, supply the details for ourselves 
and feel that we actually see them. Sometimes the tendency to mis- 
take the imaginary for the real gives rise to false perceptions that 
are corrected with difficulty or not at all so that the individual is 
seriously misled by them. Let us consider the factors which give 
rise to such false perceptions. 

First, there is as already pointed out the incompleteness or lack 
of clearness of our sensory impressions. It is the indistinctly mut- 
tered word that as a rule we do not hear aright, the form vaguely 
seen in the dusk that we mistake for something else. This factor, 
however, is only a predisposing one. It makes false perception 
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more easy but does not of itself give rise to it. We are not likely to 
be very seriously misled by our unclear sensory impressions unless 
there is some other cause operating which leads us to place an un- 
warranted interpretation upon them. 

This leads us to the second factor in false perception, which is 
the tendency. to superimpose upon our indistinct sensory impres- 
sions those mental pictures which are most vivid or prominent in 
our minds at the time. For example, if I have been thinking of a 
certain person, his image will occupy a more prominent place in the 
picture gallery of rpy mind than it otherwise would and there will 
therefore be a greater tendency for it to be pushed forward into 
consciousness and to be identified with any indistinctly seen figure 
I may encounter. Or again, if I go into a room where I am accus- 
tomed to see a certain person, his image is called up by a process of 
association so that I am likely to think I see him in the first form at 
all resembling, his which meets my eye. These mental pictures 
which are. apt to lead us astray may be suggested to us by some other 
person. For example, someone says, " here comes so and so " and 
I actually seem to see in the figure approaching the person whose 
name has been mentioned. Emotion also tends to stimulate the im- 
agination and to call up vividly certain mental pictures, so that it 
frequently gives rise to errors of perception. For example, fear 
calls up pictures of the various ills that may befall us and frequently 
makes us see threatening forms in the various indistinct shapes and 
lurking shadows that lie along our path. Binet relates that on the 
evening of the execution of Marshal Ney, several people were as- 
sembled in a Bonapartist room ; suddenly the door opened and the 
servant mistaking the name of one of the arrivals who was called 
M. Marechal Aine, announced aloud: "Monsieur le Marechal Ney." 
At these words, a thrill of fear ran through the gathering and those 
who were present afterward related that for an instant they dis- 
tinctly saw, in M. Aine, Ney himself advancing in person into the 
middle of the room. In this case, sugp^estion and emotion combined 
to call up in the minds of the assembled Bonapartists an image so 
vivid that it quite outshone, so to speak, the actual sensory impres- 
sion of M. Aine and they seemed to see the form of the ill-fated 
Ney advancing toward them. 

But even these two factors will not deceive us for very long if 
combined with them we have not also an attitude of mind which 
leads us to unquestioningly accept our false impressions at their 
face value. If the average individual is constantly making errors 
in perception, he is also constantly correcting them. The timid per- 
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son walking along a lonely road at night, nerves himself to look 
more carefully at the threatening form in his path and perceives 
that it is only a bush or stump. The assembled people in the Bona- 
partist room, after one startled glance, gave the advancing figure a 
more searching scrutiny and saw that it was not, could not be Ney. 
It is only when people fail to maintain this critical attitude that they 
begin to go seriously astray. Now there are a number of causes 
which may inhibit the action of our critical sense so that we fail to 
correct our errors of perception. For one thing, there is the tend- 
ency to accept without question or further scrutiny, those impres- 
sions which are in harmony with our expectations and beliefs. If 
one thinks he sees on entering a room, a familiar figure, one he 
would expect to find there, he is likely to pass it by without a second 
glance and his false impression is therefore likely to remain uncor- 
rected. Then again emotion, when it is strong enough, may com- 
pletely inhibit one's critical judgment. An individual who is suffi- 
ciently afraid does not stop to question the reality of the apparition 
which in his terror he has conjured up out of his own imagination. 
His mind is so completely filled and dominated by his fear that, for 
the time being at least, there is no rojjm in it for anything else. 
Finally, and this is perhaps the most important of all, the inhibition 
of critical judgment may be due to the fact that the individual does 
not wish to correct his error. His illusion is an agreeable one and 
so he hangs onto it for " there are none so blind as those who won't 
see." This goes a long way toward explaining why so many people 
who seem to be keen and intelligent are able to keep on deceiving 
themselves in the belief that at spiritualistic seances they see their 
departed loved ones or hear their voices. The spiritualistic trickster 
would have a very poor time of it if his dupe, were not at the same 
time his confederate. As a matter of fact, in many cases, one might 
almost say that what the medium really does is not to deceive his 
victim but merely to give him the assistance he requires in order 
that he may deceive himself. 

With this brief explanation of the processes which underlie cer- 
tain forms of false perception, let us return to the man whose case 
we have been considering and see how he came to hear imaginary 
voices. 

Early in adult life, he had begun to lose his hearing so that im- 
pressions produced by actual sounds had begun to grow more and 
more indistinct and he had in consequence come to depend more and 
more on memory and inia^^^ination as a means of supplementing 
them. Then, as a result of his ear disease, he had begun to hear 
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rumbling noises in his head and as his deafness increased, it became 
progressively more difficult for him to distinguish between these 
noises and the actual sounds and voices which came to him from 
without. So in course of time it became quite easy for him to mis- 
take his head noises for actual sounds and to place upon them any 
interpretation which his imagination might suggest. 

But, if his ear disease had pro3uced a condition in which it was 
easy for his imagination to lead him astray, his mental habits and 
attitude of mind were such as to impell him to take full advantage 
of this condition. We have seen that he had for his own satisfac- 
tion, developed a belief in a supernatural power who was his friend 
and protector, that he had also sought to amuse himself by pretend- 
ing that he had trances in which he saw angelic hosts like the people 
he had seen in " mesmeric shows." It was of a piece with all this 
make believe that he should also imagine that he could hear his 
friend the Spirit Doctor talking to him, saying the things that he 
himself put into his (the Spirit Doctor's) mouth. What more in- 
evitable under these conditions, than that the head noises which to 
him probably did not sound so very different from actual sounds 
should suggest the soun djs^n d voices which occupied such a promi- 
nent place in his though^and which he liked to imagine he could 
hear? As was to be expected, therefore, these imaginary sounds 
blended with the sensory impressions due to his ear disease so that 
he actually seemed to hear the things he imagined. But if his men- 
tal habits and attitude of mind were such as to give rise to im- 
aginary sounds and voices, they also produced an uncritical credu- 
lous attitude which prevented him from correcting them. He had 
been for years cultivating a belief in the supernatural so that when 
at last his friend the Spirit Doctor seemed to speak to him there was 
little if anything in the experience which from his point of view 
was startling or improbable. There was very little in it to awaken 
doubt or incredulity in his mind. Moreover, the experience was a 
pleasing one and having no inclination to doubt the reality of that 
which was so agreeable to him, he accepted these auditory impres- 
sions at their face value. 

So we see that the absurd beliefs which this man built up were 
developed because they satisfied demands of his nature which he 
was unable to satisfy in the world of reality and as for his absurd- 
ities of conduct, his visions and imaginary voices, we have seen that 
they were due to the same cause. They were the outcome of his 
false beliefs, his attitude of mind and the practise into which he 
had fallen of accepting the imaginary in place of the real whenever 
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it suited him to do so. This case then serves to show that our emo' 
tions and desires may warp our judgment, not merely in the com- 
paratively mild degree to which we find these forces operating 
amongst normal individuals in everyday life, but also to the extent 
of producing those more bizarre types of f ^Ise belief which we are 
accustomed to regard as manifestations of mental disease. 

Having by means of an illustrative case, demonstrated the fact 
that our passions and desires may so warp our judgment as to give 
rise to most absurd delusions, let us pass on to consider the question 
of why these forces should play such an important part in deter- 
mining our beliefs. 

The human race has evolved to its present level by a process of 
natural selection and the characteristics which man has acquired in 
the course of this process have, for the most part, been developed 
because they were useful to him, because they helped him in the 
struggle for existence. This is as true of .mental qualities as of 
physical ; man has developed reasoning powers, a capacity for form- 
ing ideas, merely because these ideas were of practical use. It is to 
be expected therefore that he should have developed the type of 
mind which tended to produce the ideas or beliefs best suited to his 
needs. Now as a general rule those beliefs are best suited to our 
needs which conform most closely to the truth. For example, it is 
well for us to have as correct ideas as possible in regard to where 
and how food may be obtained or how to escape disease. Some- 
times it happens however that the best beHef for us is not the one 
which comes nearest the truth. For example, there have been oc- 
casions when a man has passed unharmed through great danger 
because he believed himself to be quite safe and so remained calm 
and unruffled, whereas if he had had a truer appreciation of his 
situation he would in his terror have precipitated upon himself the 
very evil he feared. It is of advantage to us then that we should 
be guided in our choice of beliefs not merely by the evidence which 
can be brought forward in support of them but by their utility, and 
this as a matter of fact we really are. The belief, for example, that 
after death people are rewarded for their good deeds and punished 
for their bad, owes its wide acceptance partly at least to the fact 
that it is felt to be of value to society, making people try harder to do 
right and serving as a deterrent for those who otherwise would be 
likely to commit antisocial acts. That our choice of beliefs is based 
partly at least on utility is also indicated by the arguments which 
people frequently offer in support of their opinions. For example, 
men arguing in favor of their religious convictions point out the 
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value of religion to the human race and the evil results which would 
follow if we were without it. Amongst physicians one not infre- 
quently hears the argument advanced against a scientific theory that 
if accepted it would lead to "therapeutic nihilism," which shows a 
recognition of the fact that even in the field of science, utility should 
play a part in shaping our opinions. 

But as a rule the process by which we shape our beliefs to suit 
our needs is not one of which we are clearly conscious ; it is one that 
goes on, as it were, automatically. We find our judgment swayed 
this way or that by emotional forces which we frequently deplore 
and strive to hold in check but which nevertheless incline us toward 
opinions and beliefs that although they may be illogical are as a rule 
fairly well suited to our needs. Such for example is the tendency 
to see only what is favorable to oneself or one's party in any dis- 
pute, to believe one's own side entirely in the right and the other side 
entirely in the wrong.. This tendency is constantly being deplored 
by earnest seekers after truth and yet it is a normal and necessary 
one as a little thought will show. Man in the struggle for existence 
must frequently engage in dispute and combats of one kind or an- 
other and no matter how just and fair he may wish to be, he cannot 
always have all the right clearly and indisputably upon his own side. 
If however he cannot enthusiastically believe in the justice of his 
own cause, he will neither be able to win adherents to it against an 
opponent who is keen and shrewd but sees things only from his own 
side nor will he be inspired to fight for it with that whole hearted 
vigor which is so essential to success. Shakespeare said, " thrice is 
he armed who hath his quarrel just**; he might have said, thrice 
is he armed who believes his quarrel just, for it is not the justice of 
our cause but our belief in its justice and our ability to convince 
others which gives us strength. And what is true in regard to the 
individual, is even more strikingly true in regard to the nation or 
race. In international disputes it is remarkable how firmly con- 
vinced everyone is that his own country is entirely in the right and 
the other country entirely in the wrong. Such ah attitude of mind 
may be illogical but it is of great value from the standpoint of na- 
tional strength, since without it there cannot be that spirit of unity, 
that patriotic fervor without which no nation could hope to hold its 
own against any but the weakest kind of an antagonist. 

The tendency to accept those beliefs which are agreeable to us 
even when they do not lead to any course of action which is con- 
ducive to our welfare is also a useful one although here the advan- 
tages to be gained are not so apparent. To understand what these 
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advantages are, it is necessary that we should first have clearly in 
mind the significance of the struggle that man is always carrying 
on to achieve happiness and contentment. 

Man has in the course of evolution developed appetites and in- 
stincts which impell him to satisfy his own needs and perform those 
acts which are essential to the preservation and welfare of the race. 
These appetites and instincts manifest themselves in consciousness 
in the form of desires, the desire for food, for physical comfort or 
personal safety, the desire to procreate, the desire to be of use in the 
world and to so act as to win the approval of his fellow men. Now 
although these appetites and instincts result in forms of conduct all 
of which are at times useful, it so happens that in the varied and 
complex situations of life they are constantly giving rise to impulses 
which cannot have free outlet, to desires which cannot be gratified. 
For example, the demands of the gregarious instinct, by reason of 
which man tends to seek the companionship of his fellows and to 
combine with them in many useful forms of activity, cannot be 
satisfied by one who is cast away on a desert island. In many cases, 
conditions do not absolutely cut the individual oif from the means 
of gratifying a certain desire; they simply make it impossible to 
gratify it without thwarting some other desire which may be equally 
strong. For example, a mother may be unable to satisfy her desire 
for food without exhausting her meagre supply and thus thwarting 
her even stronger desire to feed her child ; a man cannot gratify his 
desire to fight for his country and at the same time his desire for 
personal safety and comfort; frequently a man cannot satisfy the 
demands of his sexual instinct and at the same time his desire to 
conform to the ethical standards of his fellows. Now these desires 
which cannot or should not be gratified, not only serve no useful 
purpose, they are a .positive detriment. Sometimes they lead the 
individual in his attempts to satisfy them to spend his energies in 
forms of activity which serve no useful purpose and which are even 
productive of serious harm. At times they hold him back from 
acts which he should perform as in the case of the man who is held 
back by his desire for personal safety from efficiently serving his 
country on the battlefield. At other times they do harm by ob- 
truding themselves upon him, distracting his thoughts and so pre- 
venting him from fixing his mind upon those things which require 
his attention. This is seen, for example, in cases where sexual de- 
sires which cannot be satisfied give rise to erotic fancies which so 
dominate a man^s mind that he finds it impossible to concentrate his 
attention upon his work. 
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Now it these appetites and instincts have been developed in the 
course of evolution because they serve a useful and necessary pur- 
pose, why is it that they are so poorly adapted to our needs and are 
continually pulling us in directions in which we should not go? If 
we pause to consider the matter for a moment we will see that it 
could not be otherwise. The situations of life show infinite com- 
plexity and variety and the things which it is necessary that we 
should strive for under one set of conditions are not at all the things 
we should seek when the conditions are somewhat different. The 
tendencies and desires therefore which under one set of conditions 
give rise to the type of behavior which the situation requires, are 
inevitably under certain other conditions only a handicap to us. 
The difficulties which result from this impossibility of having our 
impulses and desires suited to all the different situations of life is 
largely overcome by the fact that they are capable of undergoing a 
large degree of modification in order to bring them into harmony 
with what is desirable or possible of attainment in any of the various 
situations in which we may be placed. For example, if we cannot 
have companionship we can to a certain extent at least get over the 
longing for it; if we cannot escape from danger we can as a rule 
conquer our fear of it ; and so Dn with all of our impulses and de- 
sires; none of them are absolutely rigid things; all are capable of 
being modified in a greater or less degree in order to bring them 
into harmony with the requirements and limitations of the various 
situations of life. 

From what has been said we can see that our appetites and in- 
stincts impose upon us two tasks. First, the modification of the 
impulses and desires to which they give rise so as to make them 
conform to the requirements and limitations of the situations in 
which we are placed and, second, the gratification of those desires 
which can or should be gratified. In other words, our task is to 
make ourselves want only what we can or should have and this 
being accomplished our second task is to get what we want. Or 
still again, we must make our desires fit the requirements of the 
situation in which we find ourselves and our accomplishments fit 
our desires. When we have succeeded in fitting our desires to our 
requirements and our accomplishments to our desires we have suc- 
ceeded in making what the student of abnormal psychology is ac- 
customed to speak of as a satisfactory mental adjustment. As a 
rule, however, the steps by which the individual advances toward 
mental adjustment are not taken in the order given. On the con- 
trary the usual order is quite the reverse. In the first place, the 
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individual seeks to gratify his desires, trying to produce harmony 
between desire and accomplishment by making accomplishment fit 
desire, and it is only when he finds this to be impractical that he 
resorts to the alternative procedure of modifying desire so as to 
bring it into harmony with what is possible of attainment. 

Now from what has been said we are in a position to understand 
the significance of the struggle for happiness and contentment. A 
man is unhappy when his mind is troubled, by some desire he is 
unable to gratify. Discontent is the manifestation of an unsatisfied 
want. To be contented is to be satisfied with what we have, to have 
our desires matched by our accomplishments. The struggle for 
happiness is therefore the struggle for mental adjustment, the 
struggle to produce harmony between desire and accomplishment, 
a process the value and necessity of which has just been pointed 
out. This state of mental adjustment or contentment, man is al- 
ways striving to achieve by one of the two methods mentioned, 
namely, making accomplishment fit desire or making desire fit ac- 
complishment. In every man's views in regard to life, in his philos- 
ophy or religion, one finds expressed a tendency toward one or the 
other of these types of reaction. The Stoics emphasized the impor- 
tance of modifying our desires to fit our attainments. They laid 
stress upon the fact that it was not what we possessed that really 
counted so much as our attitude toward life. The religion of Buddha 
is also a philosophy of resignation, Nirvana being a state toward 
which man progresses as he rises superior to his desires. We find 
the same thing in the Christian religion in so far as it teaches 
patience and cheerful resignation in the face of sufferings and 
deprivations laid upon us by an all wise Providence. As an ex- 
ample of a philosophy which leads toward the alternative type of 
adjustment, we at once think of the Epicurean school since it taught 
the pursuit of happiness and the pursuit of happiness we tend to 
think of as the gratification of desire. This however is scarcely a 
fair estimate of Epicurean philosophy for if the Epicureans em- 
phasized the importance of happiness, they did not teach that it was 
to be attained purely by the gratification of the appetites and de- 
sires. As a matter of fact, although mankind as a whole tends to 
seek satisfaction by gratifying desires rather than by checking 
or modifying them, there is very little tendency to incorporate a 
belief in this method of attaining satisfaction in our religions or 
philosophies. The man who seeks satisfaction by making conditions 
conform to his desires usually has his mind fixed on the concrete 
problem of how this result is to be attained. As a rule it is only 
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when we give up hope of finding satisfaction in material things that 
we turn to philosophy or religion. 

In this connection, it is interesting to consider the part that the 
conditions under which we live play in determining our type of reac- 
tion. The tendency being first to seek adjustment by making accom- 
plishment fit desire, it follows that those individuals or nations which 
are most fortunately situated and best able to satisfy their desires or 
mold conditions to suit themselves tend most strongly to seek adjust- 
ment in this way. It is the man who realizes that he cannot make 
conditions fit his desires who falls back on the alternative of making 
desire fit accomplishment. Thus it is that in old civilizations such as 
we find in the East, where people are crowded and there is but little 
for each individual, where they are bound down by rigid long estab- 
lished custom and feel themselves helpless to improve their condi- 
tion ; it is in such countries and under such conditions that they make 
their adjustment by fitting themselves to an environment they cannot 
change, while in new countries where there is room for expansion 
and plenty for all, where a man's place in the world and manner of 
life is not immovably fixed by established custom, people tend to 
seek satisfaction in achievement, in bending conditions to their de- 
sires. Hence in the West such philosophies have but little appeal. 
Religion, which impels people to turn from the world, appeals to 
those who have received but little of life. Preachers of all ages have 
realized this fact and have condemned wealth, prosperity and 
worldly pleasure as pernicious forces which weaken the bonds of 
religious faith. The individual when he is young, courageous, vital 
adopts a philosophy of achievement. He expects to find satisfac- 
tion in gratifying his desires, in moulding conditions to his will. 
The weak or timid, the less vital, the old man who has shot his bolt 
and can hope to get nothing more from life turns to a philosophy of 
resignation or to faith in another world for his satisfaction. In 
America today religious thought shows a marked difference from 
that of the old world. It has adapted itself to the impulse to achieve- 
ment released by the opportunities in a new country by taking a 
greater interest in this world, teaching the doctrine of effort to make 
this world a better place to live in. American religious thought is 
more practical, leans more to achievement arid less to mere spiritual 
comfort, than that of older countries where the possibilities of 
achievement are more limited. 

From what has just been said about the tendency to shape our 
philosophy or religion to suit our needs it may be inferred that in 
our attempts to achieve contentment, to make desire and accompHsh- 
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ment match, our beliefs play an important part, certain beliefs being 
of great assistance to us, others rendering successful adjustment 
difficult or even impossible. Let us now consider how our beliefs 
help us in this task, what types of belief we are therefore likely to 
find useful and, since our tendency is to accept the beliefs which are 
suited to our needs, what beliefs we are therefore likely to adopt. 

. In the first place, our desire for a thing depends largely on what 
value ,we place upon it. If we believe it to be of great worth our 
desire for it is much greater than if we regard it as of little value. 
It therefore follows that if we can bring ourselves to think poorly 
of those things which we cannot or should not have, we have gone 
a great way toward freeing ourselves from a troublesome and futile 
desire for them. We are therefore constantly building up beliefs 
which help us to ovecome our desires in this way. The fox in the 
fable was able to lessen his desire for the grapes and therefore his 
dissatisfaction over not being able to obtain them by assuming that 
they were sour. The woman who is for one reason or another un- 
able to marry, to have children and a home of her own is not infre- 
quently able, partly at least, to overcome her desire for what she 
finds unattainable by magnifying the unpleasant features of married 
life, convincing herself that it is a slavish condition which she is 
fortunate in escaping. The poet or painter, denied the popularity 
. which he craves, seeks to hold in check his desire for recognition by 
assuming a contemptuous attitude toward public opinion, cultivating 
the belief that it lacks discrimination and is unworthy of the con- 
sideration of the true artist. The poor man, unable to gratify his 
desire for wealth and the things which it will buy, seeks to hold his 
desires in check by sneering at the luxurious softness and the osten- 
tatious display of the rich or philosophically reflecting, that added 
wealth brings only added burdens and responsibilities and that he is 
really happier and better off as he is. In fact there is not one of us 
who is not thus shaping his opinions as a means of regulating his 
desires in what is as a rule a necessary wholesome effort to adapt 
himself to the limitations of the situation in which he is placed. 

Then again, the fact that desire is as a rule satisfied and ceases 
to trouble us when we believe that the thing we desire has been at- 
tained makes possible a second device for getting rid of troublesome 
desires. One has only to convince himself that things are as he 
would like them to be and the painful and futile desire which im- 
pelled him to struggle against the inevitable ceases to be a disturbing 
factor in his mind. So it is that we frequently get rid of our de- 
sires by adopting beliefs which satisfy their demands. The mother 
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whose son has been lost at sea desires that he shall be restored to her 
alive. The state of affairs for which she longs she cannot bring 
about but she is able to check her painful and futile desire by con- 
vincing herself that it is gratified, that somehow or other her son 
has escaped and will some day return to her. So with all of us in a 
greater or less degree, we seek to check our discontent and dissatis- 
faction, our longings that cannot be satisfied, by believing as far as 
possible that things are as we would like to have them. There is no 
doubt that this tendency plays an important part in determining our 
belief in a personal Deity and a life after death. We accept these 
beliefs, not on the basis of any evidence which can be brought for- 
ward in support of them, but because as we say we feel that these 
things are true. But whence comes this feeling ? It comes from the 
need of such a belief and the normal tendency which exists in all 
of us to shape our beliefs in conformity with our needs. The desire 
for companionship in his loneliness, for protection agains^ the 
various ills that beset him, man is able to satisfy in a greater or less 
degree by means of a belief in a personal Deity, an all wise Father 
who ever stands beside him, supporting and protecting him in all 
the hardships he must face. The desire for self preservation, so 
strong in all of us, the desire to meet again our loved ones who have 
passed away is allayed and satisfied by belief in a life beyond the 
grave. The reality and universality of this desire for survival for 
ourselves and those we love and the demand for a belief that will 
satisfy it is shown by the tendency, when people depart from the old 
established religious beliefs, to take up with spiritualism or some 
other teaching that satisfies the same demand in a somewhat dif- 
ferent way. 

Qosely allied to the tendency to believe that things are as we 
would have them, is the tendency to believe they will be so at some 
future time. A man can endure present deprivation if he feels that 
his desires are to be gratified in the future. Hope saves us from 
the pain of longing which we cannot gratify and enables us to go on 
cheerfully in present unsatisfactory conditions. We therefore tend 
to hold our desires in check by assuming that some time things will 
be as we want them, that some day we will be rich, some day our 
work will receive recognition or some day in a life beyond the grave 
we shall have the satisfaction and the joys which are denied to us 
in this. 

Since emotion and desire play such an important part in deter- 
mining belief, why is it that we do not all of us drift entirely away 
from the truth, each one building up for himself a system of fanci- 
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ful ideas based upon his own individual requirements? It is be- 
cause amongst the demands of our nature which draw us now this 
way, now that, there are always powerful tendencies at work which 
make for sound thinking. It was pointed out earlier in this article 
that man is frequently unable to gratify one desire or emotion with- 
out thwarting another which tends to draw him in the opposite di- 
rection : that, for example, he cannot satisfy the desire to serve his 
country on the battlefield without thwarting the opposing desire to 
remain safe and comfortable at home. Now our conflicting emotions 
and desires not only impell us toward opposite forms of conduct but 
also toward opposite forms of belief. For example, suppose a per- 
son we love does something that makes us very angry. Our anger 
will impell us to put the worst possible construction upon his be- 
havior but our love will impell us to make excuses for him. The 
opinion to which we finally come will depend, other modifying influ- 
ences being excluded, upon the relative strength of these opposing 
tendencies. And it is the same with most if not all of our thinking. 
We are constantly being acted upon, not merely by one but by sev- 
eral emotions and desires which pull different ways ; so although in 
every one of us there are forces which if imopposed would lead us 
sadly astray, there are also counter tendencies which pull in the 
opposite direction and as a rule hold us in the path of sotmd think- 
ing. Let us consider rather briefly the more important of these 
forces which serve to keep us from going astray. 

In the first place, we are constantly being kept from going off 
the track by concern for our own best interests or the best interests 
of our fellows. In many situations, where a man is drawn by some 
emotion or desire to accept a belief which is at variance with the 
facts, he is able to see that this false belief would not in the long 
run best satisfy his desire for his own ultimate welfare or the wel- 
fare of his fellows and so he is impelled to reject it. Such is the 
case of the man who in some national crisis where prompt and 
vigorous military action is required, is drawn by his love of peace 
and comfort toward the view that there is no real danger which 
would justify plunging the nation into war; he finds however that 
his love of country and his desire for the safety and well being of 
his own home will not let him deceive himself with any such agree- 
able fallacy, that on the contrary he is driven to accept the unpleas- 
ant truth that a war is necessary. So it is that in many of the varied 
situations of life, man is impelled by his own desires and on purely 
utilitarian grounds to accept the unpleasant truth rather than turn 
aside into the comfortable bypaths of false belief. 
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A second force which tends to keep us from going astray is the 
love of truth for its own sake. This love of truth is no doubt largely 
the result of habit. Man is constantly seeking knowledge which will 
help him to satisfy his needs and in so doing he tends to acquire 
accurate habits of observing facts and of reasoning for them. Then 
as he finds truth to be useful and necessary and spends his effort in 
search of it, he inevitably comes to place a high value upon it and 
to regard it as something desirable for its own sake. Most of our 
beliefs being from motives of self interest constructed as far as pos- 
sible in conformity with the facts, we tend in building them to de- 
velop correct habits of reasoning and a desire for the truth which 
has an effect on all our processes of thought. The habit of correct 
thinking like every other habit constitutes a definite force. It is 
something with demands which must be gratified. Man is probably 
born with an instinct of curiosity which impells him to find out 
things, which gives him a desire for truth, but this desire may be 
strengthened by habits of clear honest thinking tmtil it has to be a 
very strong desire which will drag him far away from these estab- 
lished habits of thought. It is for this reason that men whose lives 
have been spent in the pursuit of knowledge are apt to be the most 
honest in their thinking. Dealing with broad principles and imper- 
sonal matters, they have most strongly developed clear and honest 
habits of thought which serve to check the inclination to accept an 
untruth, merely because it is agreeable. For this reason there is less 
tendency among scientific investigators, men whose lives have been 
spent in seeking after truth, to have the judgment warped by the 
emotions than amongst , poets, painters, journalists or writers of 
fiction, men whose lives have been spent largely in seeking and giv- 
ing expression to those ideas which have a strong emotional appeal. 
Hence the conflict which has always existed between the scientific 
type of mind which bases its beliefs on facts and clear logic and in 
them seeks to gratify a desire for the truth, and the artistic mind 
which bases its beliefs largely on intuition and in them seeks to 
gratify a variety of emotional demands. For the most part, the 
general public will always tend to accept the beliefs of the artistic 
type rather than of the scientific because most people's demands are 
more akin to those of the artist than those of the scientist and his 
beliefs satisfy in a greater degree their emotions and desires. 

A third factor which helps to keep us straight in our thinking is 
found in the gregarious instinct, the tendency to follow the example 
of our fellows in both thought and behavior. The average human 
being is as unwilling to think alone as he is to live alone. In his 
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beliefs as in all else he tends to go with the crowd. The bolder and 
more aggressive individual, it is true, will develop opinions of his 
own but he is not as a rule happy in them unless he can share them 
with others. He may argue in favor of his beliefs and try to get a 
following to go along with him but if he fails to accomplish this, 
nine times out of ten he will in the end forsake his independent 
ideas and turn back to follow his companions along the beaten trail 
of conventional belief. Now this gregarious tendency is one of the 
greatest forces in existence for checking the inclination which exists 
in all of us to develop absurd and unwholesome ideas either as a 
result of defective logic or from some emotional cause. We cannot 
find satisfaction in any opinion however attractive that leads us 
away from the herd. We tend to accept only the beliefs that our 
fellows will share with us and this keeps us from going far astray 
since for a belief to receive general acceptance it must as a rule have 
a wide appeal ; it must be fairly well adapted to the needs of those 
who accept it and beliefs that are found satisfactory by the great 
bulk of humanity are as a rule wholesome ; they have stood the test 
of wide experience and even if in certain cases they are not alto- 
gether logical they are apt to be pretty well suited to our require- 
ments. 

But although as a rule the forces which tend to keep us in the 
path of right thinking are stronger than those which would lead us 
astray, it sometimes happens that the reverse is the case. This, of 
course, is not surprising when we remember that man's emotions 
and desires vary not only according to the tendencies which he has 
inherited from his ancestors but also according to his state of health 
and the various conditions or circumstances in which he may be 
placed. Let us consider the causes which may alter the relative 
strength of these forces and also the effects which such changes may 
have upon our beliefs. 

When the forces which make for sound thinking do not pre- 
dominate over those which would lead us astray it is either because 
the former are unusually weak or the latter unusually strong or be- 
cause these two factors exist together. Let us consider in the first 
place the cases in which the forces which tend to lead us astray are 
unusually strong. Sometimes it happens that the individual is 
swayed by an emotion or desire which he finds himself unable either 
to gratify or suppress and which may constitute a force so power- 
ful as to outweigh regard for the truth, the opinions of his fellows 
or any of the other influences which under ordinary circumstances 
hold in check our tendencies to depart from the path of right think- 
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ing. Sometimes the force which warps his judgment is a mere tran- 
sitory burst of passion which dominates him for a short time and 
then passes, leaving the forces which make for sound thinking again 
in the ascendency. Such is the case of the man who is subject to 
very sudden and violent outbursts of temper which cause him in 
defiance of common sense and the opinions of those about him to 
make and believe the most absurd charges against the object of his 
rage. In such cases the anger soon passes, the forces which make 
for common sense again assume control of the situation, and the 
absurd beliefs disappear. People of violent and poorly controlled 
emotions are constantly having their judgment warped in this way. 
Such people however do not as a rule go very far astray in their 
thinking. The passions which warp their judgment may be very 
powerful while they last but they are soon spent; they do not last 
long enough to carry the mind very far into the byways of false 
belief. The man whose judgment is swayed by gusts of emotion is 
much like a ship that is being constantly driven off its course for 
short distances by sudden squalls. Such a ship may never be off its 
proper track for long at a time, although it steers a very erratic 
course. 

But there are other cases in which the individual is dominated 
by some passion or desire which does not pass quickly but continues 
year after year over a long period of time. Such strong and unre- 
mitting passion of course is only possible where there is very serious 
disharmony in the individual's emotional life, where there is some 
deep rooted desire which he is unable to satisfy or suppress. Such 
an emotion or desire may constitute a force so strong as to outweigh 
the forces which make for right thinking, leading the individual to 
adopt unsound beliefs because in them he finds a certain amotmt of 
emotional relief. Such is the case of the woman whose son has been 
lost at sea and who desires with such intensity to have him restored 
to her that in spite of clear evidence to the contrary she adopts the 
belief that he has escaped somehow and will eventually return home. 
False ideas which develop in this way are of course likely to become 
permanent. The emotions which give rise to them may continue 
over such long periods of time as to produce impressions in the mind 
which do not become obliterated even when the emotions die which 
produced them but continue on as permanent and life long beliefs. 

Let us now consider those conditions in which a man may go 
astray because the forces which make for sound thinking are unusu- 
ally weak. In the first place it may be that owing either to bad 
mental habits or an inherited defect a person is lacking in that love 
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of truth and clear thinking which as was pointed out ordinarily 
helps to keep us from going astray. As there are people who prac- 
tise little self restraint and who are always shaping their conduct 
in accordance with their impulses and desires, so there are people 
whose self indulgence shows itself in a disregard for clear thinking 
and a readiness to accept whatever belief the impulse or desire of 
the moment may suggest. Such people, because of their disregard 
for the truth, are unstable in their beliefs and are constantly being 
swayed by their emotions, now this way, now that, just as people 
who have no regard for sound standards of conduct are constantly 
allowing themselves to be carried away into wrong courses of action. 
If a person of this type does not drift far away from the beaten 
pathway of accepted belief, it is merely because his gregarious tend- 
encies, his inclination to keep close to his fellows, is strong enough 
to prevent him from doing so ; he holds to the beaten track because 
he lacks the courage and independence to venture off of it by him- 
self, not because he has any standards or ideals to restrain him ; he 
would be quite willing to take the easy path rather than the straight 
one, provided there were enough people travelling along it to keep 
him from feeling lonely or afraid. Now such a person, although he 
may never go very far astray, will always, like the man of sudden 
violent passions, steer an irregular course. He will always in his 
beliefs be wobbling tp this side or that as impulse and desire lead 
him. He may not go far astray on what we might call the funda- 
mentals ; in fact his interests are likely to be too narrow for him to 
concern himself much about broad principles, but he will be forever 
going wrong on the little things, looking at them only from the 
standpoint of his own interest and twisting logic and facts to please 
himself. 

In the second place, a man may be rendered more liable to go 
astray by the fact that in him the gregarious tendency is weaker 
than in the average individual. There are certain people who are 
very independent and self reliant in their thinking; they do not 
follow the crowd ; they think things out for themselves and stick to 
their own opinions whether others agree with them or not. Now a 
readiness to hold to one's own beliefs in the face of popular opinion 
is no doubt indicative of a certain strength and sturdiness of char- 
acter and when it is combined with sound judgment and good emo- 
tional balance may carry with it distinct advantages. If Columbus 
had not been a man who was ready to back his own judgment 
against the current beliefs of his time he would never have discov- 
ered America and if Galileo, Newton, Darwin and a host of others 
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had not had the self reliance to hold opinions which differed from 
those of their contemporaries, science would never have made much 
progress. Unfortunately, however, a readiness to go one's own way 
in opposition to popular belief is not necessarily accompanied by 
wide knowledge, sound judgment or mental poise and if by striking 
off from the beaten path a man runs a chance of hitting upon some- 
thing of value, he also takes a risk of getting lost in a wilderness of 
false beliefs. The man who goes with the crowd may never add 
much to the fund of human knowledge but on the other hand he 
never goes far astray. When a person*s emotions and faulty judg- 
ment carry him away into a maze of unwholesome and extravagant 
fancies it is not infrequently because his morbid tendencies are not 
sufficiently held in check by the inclination to go with the crowd, to 
tread the pathway of generally accepted belief. Frequently of 
course it happens that when a man develops beliefs which run 
counter to those of his fellows it is not because he is by nature in- 
clined to disregard the opinions of others but because his manner 
of life is such that the influence of public opinion cannot reach him. 
A man for example who under ordinary conditions would be most 
orthodox in his opinions may develop peculiar ideas if obliged to 
live alone on a desert island because here he is entirely removed 
from the modifying and restraining influences of public opinion. A 
man cannot be expected to make his beliefs conform to those of his 
fellows when he has no fellows to whom he can make them con- 
form. The same thing is true in a somewhat lesser degree of the 
man who for one reason or another has drifted into solitary habits. 
He does not converse with people, he perhaps reads very little and 
so he knows almost nothing of what people think or at any rate he 
does not come into sufficiently close touch with people and their ideas 
to be much influenced by them. Therefore, although perhaps not 
inclined to be self opinionated, his mind tends to follow its own bent 
and to lead him farther and farther away from the beliefs of his 
fellow men. In this connection one might call attention to the im- 
portance from the standpoint of mental hygiene of taking care that 
the individual during the early formative years of childhood and 
adolescence does not drift into solitary habits. Such habits are un- 
wholesome because they deprive the individual of normal means of 
emotional outlet, thus causing him to seek satisfaction in less de- 
sirable ways, and also because they cut him off from the corrective 
influence of human intercourse so that his morbid tendencies are 
allowed to develop unchecked. 

Now one thing is clear from what has just been said and that is 
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that no sharp line of distinction can be drawn between the normal 
and the abnormal. There is no one whose judgment is not being 
constantly warped by his emotions ; there is no one whose beliefs are 
altogether true or altogether suited to his needs. The forces which 
give rise to slight defects of judgment are in many cases at least 
essentially the same as those which give rise to the most extravagant 
delusions and we pass by imperceptible gradations from those whose 
judgment is regarded as unusually sound to the most pronounced 
and obvious cases of so called mental disease. How far astray a 
man will go in his beliefs will depend largely on how far he is domi- 
nated by those forces which tend to lead him away from the path- 
way of right thinking. As a rule, an impulse or desire which tends 
to lead a man astray will only carry him so far when some opposing 
tendency will come into play of sufficient strength to counterbalance 
it and prevent him from being carried any farther away from his 
course, in this direction at least. For example, take the case of the 
man whose life is rendered miserable by the fact that he cannot 
refrain from worrying about his health. This leads him to take 
up Christian Science and to adopt the belief that there is no such 
thing as physical disease, that what we regard as such is merely 
" error." In this belief he finds comfort, for, by convincing himself 
of the unreality of all disease, he is able successfully to combat the 
tendency to worry over his own physical condition. His mind is 
therefore set at rest and he is both happier and healthier in conse- 
quence. But if he were to take this belief he has adopted as a means 
of attaining comfort and satisfaction and were to follow it to its 
logical cqnclusion, he would altogether cease to care for his health 
or to protect his body against injury since obviously if physical suf- 
fering and disease have no real existence, there is no point in taking 
pains to protect oneself against them. I have however never heard 
of a Christian Scientist who carried his peculiar doctrines to this 
their logical conclusion. He may be impelled by a desire for the 
comfort and peace of mind which they bring, to develop his absurd 
ideas up to a certain point but here the appetites and instincts which 
impell a man to care for his physical comfort and well being come 
so strongly into play as to prevent him from carrying them any 
further. 

But although counter tendencies are usually called into play to 
prevent us from carrying our false beliefs beyond a certain point, 
such is not always the case. Sometimes what happens is quite 
the reverse ; the individual having once gotten off the track of right 
thinking, the forces which tend to lead him astray gain strength, 
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those which heretofore have been holding him to his right course are 
weakened and so he continues to drift farther and farther away 
from it until, unless some new influence is brought to bear upon 
him, he entirely loses himself in a maze of absurd delusions. Such, 
for example, may be the case of the man who is impelled by some 
strong desire which he cannot satisfy to indulge in absurd beliefs 
but is restrained therefrom chiefly by regard for the opinions of his 
fellows. Should the morbid tendencies in such a case once gain the 
ascendency and the man begin to develop false beliefs, it may well 
happen that these beliefs will have the effect of making him with- 
draw from the society of his fellows and adopt an unwholesome soli- 
tary manner of life. When this happens, as it not infrequently 
does, it not only shuts the individual off from certain of the normal 
channels of emotional outlet, thus increasing his tendency to seek 
satisfaction in abnormal ways, but it also cuts him off from the in- 
fluence of public opinion by which his morbid tendencies have 
hitherto been held in check. The forces which make for wrong 
thinking having once gained the ascendency, would therefore in such 
a case tend to remain in control and unless some new force were 
called into play to combat them, to carry the individual farther and 
farther away from the normal. So we see that if some people go 
farther astray in their thinking than others, it is, in many cases at 
least, due merely to a difference in the relative strength of the various 
tendencies by which our thoughts are shaped. All our beliefs, 
whether normal or abnormal, are, to a large extent at least, the re- 
sultants of the various conflicting emotional forces to which we are 
subjected and the relative strength of these forces depends in the 
main on a variety of causes such as heredity, early training and the 
various difficult situations in which the individual may be placed, 
causes the importance of which men have more or less clearly recog- 
nized in all ages even although they may have been unable to con- 
struct scientific theories which would account for the facts they 
observed. 

Now, glancing back over the course of this article, we see that 
man's tendency to shape his beliefs in conformity with his emotions 
and desires serves a useful purpose and is not to be regarded as in 
any sense an abnormality or defect, even although in certain cases it 
leads him sadly astray. We can best understand the human mind 
if we look upon it as a complex piece of mechanism developed in the 
course of evolution to produce those forms of thought and conduct 
which are essential to the welfare of the individual and the preserva- 
tion of the race. Like all Nature's mechanisms, the human mind 
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has its limitations; it is not without flaw. The forms of thought 
and conduct to which it gives rise are not perfectly adapted to the 
purposes they meant to serve. Nearly always they could be im- 
proved upon and sometimes, owing either to unusual difficulties in 
the situation or to defects in the mental mechanism itself, we get 
reactions which are so unsuited to the individual's requirements, 
which depart so far from what is usual or desirable that they are 
regarded as manifestations of some underlying disease process and 
various theories are advanced to account for them. The fact is we 
are so accustomed to see the mind react in a fairly adequate way to 
the demands made' upon it that we are surprised and mystified when 
it fails to do so. Really, however, the strange and wonderful thing 
is, not that sometimes the mental mechanism fails to rise to the re- 
quirements of the occasion, but that in the infinitely varied and ever 
changing situations in which we are placed it should so uniformly 
react with forms of thought and conduct which are adequate to our 
needs. The remarkable thing is, not that it fails us sometimes, but 
that it fails us so seldom. 

It might perhaps seem that, since our emotions so frequently 
lead us astray, it wmild be better for us if our thinking were not 
influenced by them. However, when we take into consideration 
the limitations of the human mind, the fact that our reasoning 
processes must necessarily be imperfect, there can be little doubt 
that we would fare much worse if our beliefs were built up by 
a process of logic which did not take into consideration our needs 
or desires. We are all of us familiar with those ideas to which 
unbiased reason not infrequently seems to lead, ideas which are en- 
tirely unsuited to our needs and which will not work out in actual 
practise. Such ideas not infrequently appeal to the mere theorist 
but the average man very properly refuses to have anything to do 
with them, and turns instead to those beliefs which, although per- 
haps neither logical nor consistent, are more in harmony with his 
requirements. And although man's emotions and desires so often 
warp his jucfement, it would seem that they are nevertheless in the 
course of his social evolution, really leading him toward the truth 
by a path which is safer and surer than he would have to follow if 
guided by logic alone. The opinions which the individual holds, he 
has not for the most part built up himself. They are opinions he 
has found current amongst his fellows and adopted as his own. 
These current beliefs which we all accept to a greater or less degree 
are not the work of one man or even of one generation. They con- 
stitute an edifice which has been many centuries in the building. 
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Before the birth of civilization man sought to construct ideas which 
would fit the facts of experience, which would help him to live. 
During the ages that have followed, each succeeding generation has 
worked on the same task, not building entirely afresh but taking the 
beliefs already in existence and modifying or adding to them. Men 
have been continually discarding this or that idea as they found it 
inadequate and replacing it with some other which seemed better 
fitted to their needs. From age to age the old beliefs have under- 
gone modification to fit them to new situations which have developed, 
new facts which have been brought to light. We have, to use our 
former figure of speech, an edifice of generally accepted belief which 
is forever being altered and expanded to keep pace with our con- 
tinually changing needs and ever widening experience. In the final 
analysis, the only test of the truth of any idea is, does it fit the facts? 
We may legitimately infer that in developing our beliefs to fit a 
constantly increasing variety of needs, an ever widening field of ex- 
perience, we are bringing them into closer conformity with the facts 
and therefore nearer to the truth. In short, we are developing in 
the course of our social evolution, mainly as a result of our efforts 
to satisfy our needs, a system of beliefs which as time goes on ap- 
proaches nearer and nearer to the truth. 
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